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Abstract

DNP FINAL REPORT: ADOLESCENT SUPPORT FOR HEALTHY LIVING
KRISTIN HUDSON, MSN, APRN, FNP-C, RNFA
DNP Faculty Mentor: Colleen Marzilli, PhD, DNP, MBA, RN-BC, PHNA-BC, CNE, NEA-BC
The University of Texas at Tyler
April 2022
Adolescents often make decisions that negatively impact their health and wellness. They do this
for many reasons including impulsivity, underdeveloped communication and coping skills,
feelings of invincibility, and a perceived lack of support. In adolescents, how does education and
training related to risky behaviors compared to no education affect knowledge, skills, and
understanding (KSU) of high-risk behaviors three months after instruction? Thirteen peerreviewed articles were utilized in the body of evidence. A curriculum-based intervention was
implemented. Outcomes include an overall increase in KSU in six key concepts including
contraception, substances abuse, sexually transmitted diseases/infections, teen pregnancy, peer
pressure, and decision making. KSU increased from a mean score of 83 at pre-test up 10.7% to
93 at initial post-test and 5.9% up to 89 at three-month post-test. Sustainment efforts include
collaboration between local nursing schools and Boys and Girls Club Big Pines.
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Chapter 1: Development of the Clinical Question and Problem Identification
Adolescence is a vital and transformative stage of life. According to Spear and Kulbock
(2004) it is during this developmental stage when decisions are made that can affect the rest of
the adolescent’s life as they begin to explore the independence they desire. Adolescence offers
both opportunities and risks as individuals begin to simultaneously relate to others on an intimate
level and find ways to contribute not only to their own lives, but to their families, peers and
communities (Schwartz et al., 2010). Family interaction, peer support, and school environment
are aspects of socialization that are significant during adolescence (Oman et al., 2004). It is a
time of vulnerability and emotional insecurity when relationships with others become intensely
important. Increased importance is placed on close friendships and emerging romantic
relationships because of the need for peer acceptance and conformity (Telzer et al., 2014). It is
during adolescence that personal identity develops (Klimstra, 2013). The health and well-being
of individuals between the ages of 13-19 years is critical. Teenagers are impulsive, have feelings
of invincibility and often perceive a lack of support. They have underdeveloped communication
skills and often cope by engaging in high-risk behaviors such as alcohol, drug and tobacco use.
Substance abuse during adolescence is a major problem because it may contribute to additional
behavioral problems (Carney et al., 2016). Some behaviors result in devastating outcomes
including sexually transmitted diseases, unplanned pregnancies, and even suicide. For this
reason, adolescents are considered a high-risk group. Behavior that is considered high /health
risk, such as tobacco, alcohol, and drug use can often be grouped together during adolescence
and can lead to substance abuse and injury (MacArthur et al., 2018). In order to prevent the
progression of severe problems related to health and well-being in adulthood, it is important to
intervene against health-risk behaviors such as alcohol, drug and tobacco use, early in
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adolescence (Carney et al., 2016). Considering the effects of unhealthy, risky behavior in
adolescence, promoting reduction and elimination of those behaviors could have significant
public health benefits (Patton et al., 2006).
Internal Evidence
Suicide is the second leading cause of death in Texans between the ages of 15-24 years
(State of Texas Facts on Suicide Prevention, 2019). Suicide rates in Texas have climbed from
10.2 per 100,000 people in 2000 to 13.4 per 100,000 people in 2017 (See Appendix A1 & 2).
Suicide rates are even higher in rural Northeast Texas with speculation that it is associated with
rural economics, lack of services, and the fact that Texas ranks next to last in money spent on
mental health (Collins, 2019). According to the National Institute on alcohol abuse and
alcoholism, by 12th grade 29.3% of adolescents have used alcohol, 22.3% have used marijuana,
and 5.7% have used tobacco (See Appendix A3). In Texas, 21% of adolescents report using
alcohol, 34% report using marijuana, 10% report vaping, and 7% report smoking (Health and
Human Services, 2020).
In September of 2019 an Elysian Fields middle school girl committed suicide. In
November of 2019 a Marshall 19-year-old boy committed suicide. In northeast Texas
adolescents are not receiving the training, instruction, and support that they need. They are
making choices with overwhelming consequences. Determining and understanding what drives
adolescent autonomy promotes the most appropriate health-based interventions during this stage
of development (Spear & Kulbok, 2004). Research done by Marraccini and Brier (2017) state
that adolescents with a strong connection to family, peers and at school are less likely to engage
in high-risk behaviors such as suicide. Conversely, a perception of burdensomeness in
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combination with low family connectedness has been associated with a higher risk of suicidal
thoughts and behaviors (Opperman et al., 2009).
External Evidence
High risk behaviors contribute as the leading cause of morbidity and mortality among
youth (Kann et al., 2016). Adolescents in the United States face critical mental and sexual health
behavior issues (Hall et al., 2019). Many adolescents are not receiving training and instruction on
sensitive matters at home. External evidence indicates that certain curriculum taught during this
high-risk age can effectively reduce health-risk behaviors (Barbee et al., 2016).
Evidence shows that engaging teenagers in meaningful conversation, teaching them how
to express themselves in safe and healthy ways, and encouraging connection through
relationships can decrease high-risk behaviors. There is a strong correlation between
interventions such as connectedness through strong interpersonal relationships, and a very low
risk of health-risk behaviors such as suicidal thoughts and actions (Marraccini & Brier, 2017).
Similarly, a systematic review of 18 studies shows a decrease in health-risk behaviors such as
alcohol, smoking, drugs, and unsafe sexual practices when adolescents participated in curriculum
to increase social inclusion at school and with peers (Jackson, 2011).
Therefore, the question arises: In adolescents, how does education and training to resist
engaging in risky behaviors compared to no education affect knowledge, skills, and
understanding of high-risk behavior (alcohol, tobacco and drug use, STDs, pregnancy, and selfharm/suicidal thoughts and behaviors) rates 3 months after instruction?
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Chapter 2 Evidence Synthesis & Models
Systematic Search
A systematic search of CINAHL, PUBMED, and Cochrane was performed to answer the
PICOT question. The systematic search is demonstrated in the See Appendix with screenshots
showing the returns for search terms: adolescents, interpersonal communication, education,
communication training, high risk behavior, risk taking behavior, communication skills training.
There was one search with all combined terms in CINAHL (See Appendix B, Figure 1) that
produced zero results, but there were numerous hits in PUBMED (See Appendix B, Figure 2)
and Cochrane (See Appendix B, Figure 3). A different combination of terms in CINAHL
resulted in a large number of hits. Similar terms were searched including risk-taking behavior for
high-risk behavior and also communication skills training for communication skills and
education. There were numerous hits for the combination of terms (adolescents AND risk-taking
behaviors AND communication skills training) in Cochrane.
These terms were searched in a systematic way with various combinations using
Booleans connectors “AND” and “OR”. Articles were limited by full-text availability, written in
English, peer-reviewed, published and with an abstract available. Critical appraisal of the search
involved identification of applicable articles in each database. CINAHL yielded 1001 articles,
PUBMED yielded 611 articles and Cochrane yielded 207 articles. Of those, 22 potential articles
were identified with 13 selected for rapid critical appraisal as follows: 3 from Cochrane, 4 from
CINAHL, and 6 from PUBMED.
Critical Appraisal
There are four phases to critical appraisal: 1) rapid critical appraisal, 2) evaluation, 3)
synthesis, and 4) recommendation. These four phases are addressed as the foundation for how
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the DNP Project is built upon the BOE. The BOE is crucial to an evidence-based practice
implementation project.
Rapid Critical Appraisal
Critical appraisal checklists and general appraisal overviews (See Appendix C) were
used to identify the 13 keeper studies in the BOE. Level of evidence, study design and methods,
and the applicability to the scholarly project was identified and recorded. The rapid critical
appraisal helped in the immediate identification of validity, reliability, and applicability.
Additionally, it provided an organized method for compiling initial thoughts about how it could
be used in practice to improve patient care and well-being. All 13 keeper studies contain relevant
data that is directly related to the DNP project with specific interventions and measurable
outcomes.
Evaluation
The completion of rapid critical appraisal tools facilitated study data into the evaluation
table. The evaluation table (See Appendix A, Figure 4) was created to provide key information
on each study at a glance. Patterns that emerged from the evaluation table include decrease in
high-risk behaviors regardless of sample size and across different settings, increase in healthy
behaviors, and a wide range of interventions, all with positive effects. From the evaluation table,
an additional product of 5 synthesis tables and one ethics table were created to further explain
and interpret the 13 articles.
Synthesis
As shown in See Appendix A, Figure 5 the keeper studies include four systematic
reviews and meta-analyses. This type of rigorous research demonstrates a comprehensive and
unbiased summary with vast sample size. In all four of the large level I studies, specific
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interventions were implemented with positive results including reduction of high-risk behavior.
The meta-analysis by Marraccini and Brier (2017) examined 20 studies totaling over 200,000
adolescent participants. Results indicated that adolescents who self-report feelings of
connectedness at school are significantly less likely to exhibit suicidal thoughts and behaviors.
Centers for Disease Control and Prevention urge promoting school connectedness as an
intervention for suicide prevention (2012). Also included is a systematic review of 18 studies
chosen from 1129 papers evaluating interventions to reduce health-risk behaviors in adolescents.
The long-term follow-up from this review went as far as three years post instruction and
concluded that there is evidence that interventions such as school connectedness, family-parent
connectedness, self-esteem, and peer relationships can impact multiple risk behaviors (Jackson et
al., 2011). Promoting connectedness at school (growing relationships with teachers, plugging in
to clubs, finding a way to serve) is a valuable intervention that is included in the project
curriculum. A systematic review by MacArthur et al. (2018), included 70 eligible studies
targeting high risk behavior in adolescents and found that interventions aimed at adolescents may
be effective in preventing even the start of tobacco, alcohol, and drug use. Similarly, a systematic
review of 49 randomized clinical trials including over 23,000 participants and evaluating 50 selfregulation interventions found positive outcomes on health as well as academic achievement,
social skills, mental and behavioral health, conduct, school behavior and substance abuse
(Pandey et al., 2018). The curriculum-based interventions were evaluated up to five years and
included physical activity and exercise, mindfulness and yoga, as well as parent and familyfocused relationship skills (Pandey et al., 2018). Another systematic review including six trials
with 1176 participants examined brief curriculum-based interventions, lasting no more than 4
sessions and evaluated at short, medium and long-term, found a significant reduction in drug use
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at short-term and a significant reduction in drug and alcohol use at medium-term (Carney et al.,
2016). An RCT included in the evidence followed an intervention for two years and found that
promoting social inclusion not only reduced health-risk behaviors but also improved emotional
well-being (Patton et al., 2006). An important component of the curriculum taught in the study
by Patton et al., (2006) was problem-solving. A second RCT included in the evidence evaluated
a 20-session curriculum using yoga as the intervention with participants reporting decreased
alcohol use and improved social skills (Fishbein et al., 2015). The yoga intervention trial by
Fishbein et al. (2015) used the most heavily researched mindfulness intervention, MindfulnessBased Stress Reduction (MBSR) program, that includes a yoga component to reduce anxiety,
mood and panic disorders because it has been proven to reduce drug use in certain populations.
RCTs demonstrate the strongest design to support the cause-and-effect relationship. Also
included were five case-control or cohort studies and one qualitative study. A cohort study on
positive youth development with a sample size of 5,305 adolescents, found that using a
curriculum developing five strong characteristics in adolescents including confidence,
competence, connection, character, and caring, may be protective against tobacco and drug use
(Schwartz et al., 2010). A similar cohort study of 1255 students focusing on common protective
factors found that increasing sense of belonging, autonomy, social networking, and social
support protects against multiple and high frequency health risk behaviors in adolescents (Brooks
et al., 2012). Other asset development/prevention programs such as Life Skills Training Program
and Project Star also concluded that specific youth assets protect adolescents from substance
abuse (Oman et al., 2004). A smaller cohort study including 129 adolescents concluded that
family, school, and peer connectedness can serve as a protective measure against suicidal
thoughts and behaviors (Opperman et al., 2009). Notably, one cohort study found that
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connectedness with peers provides teens with the psychological resources that are needed to cope
with stressful experiences during adolescence (Telzer et al., 2014). The keeper studies are
complemented by a Level VI qualitative article; a reflective summary from 12 participants six
years after a positive youth development program which concluded that developing positive
coping mechanisms may serve as a protective measure against substance abuse (Prince et al.,
2015). The different types of research illustrate diversity across the levels of evidence with
strong and applicable studies.
Figure 6 is demonstrative of specific interventions including school connectedness, selfregulation, social inclusion, mindfulness, yoga, meditation, social networking, social support,
non-parent role model, peer role model, use of time (sports), use of time (religion), community
involvement, and coping skills within the adolescent population that can decrease high-risk
behaviors such as alcohol use, tobacco use, drug use and suicidal thoughts and behaviors. Figure
7 highlights the specific interventions and which high-risk or health-risk behavior is reduced.
Figure 8 illustrates the variation in sample size and setting while Figure 9 provides at quick
glance the number of variables and the data analysis utilized in each study. The tables illustrate
the effectiveness of the interventions regardless of size, setting, number of variables and type of
analysis used. The evidence shows that engaging adolescents in virtually any type of positive
development leads to a decrease in high-risk behavior and an increase in healthy choices.
Recommendation
After careful review and consideration, the recommendation is to implement a
curriculum-based program that includes as many of the interventions identified as possible to
promote interpersonal growth and healthy decision making in adolescents. The literature shows a
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direct correlation between programs that offer education, support, encouragement and personal
growth in the adolescent population with a reduction in risk-taking behaviors.
EBP Model
The Johns Hopkins Nursing Evidence-based practice model (JHNEBPM) is an excellent
tool for an educational intervention (See Appendix E1). The model begins with inquiry about a
subject which leads to a practice question. A well-developed PICOT question serves as the
inquiry about the subject and provides the basis for a systematic search of evidence. The keeper
study findings from the search provide the relevant evidence to answer the inquiry. Translation
of the data leads to the development of best practice. This creates an environment where practice
improvements result from an on-going mindset that supports both evidence-based practice and
quality improvement. As illustrated in the model, practice and learning support one another.
EBP Model for Project
When the JHNEBPM is used as a template for a project to support adolescents (See
Appendix E2), it becomes more distinct with designated markers and outcomes. Inquiry involves
how to help support teenagers. Taking this inquiry a little deeper involves asking how teenagers
may be empowered to make the best choices possible and avoid high-risk/health-risk behaviors
such as smoking, alcohol use, drug use, unsafe sex, and suicidal thoughts and behaviors. The
PICOT question arose out of that kind of inquiry. In adolescents, how does education and
training to resist engaging in risky behaviors compared to no education affect knowledge, skills,
and understanding of high-risk behavior (alcohol, tobacco, and drug use, STDs, pregnancy, selfharm/suicidal thoughts and behaviors) rates three months after instruction?
A systematic search resulted in a body of evidence that shows a reduction in overall
health-risk behavior and specific behaviors related to alcohol, drug, and tobacco use as well as
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suicidal thoughts and behaviors when a support program is provided. The translation of that
evidence is to make a program available that will educate and empower adolescents to make
healthy choices. The best practice in this situation is to initiate a program that has outcomes
similar to the evidence with the key component of sustainability. Once the program is up and
running it is critical to always look for ways to support and improve. Keeping an open and
curious mind will lead to additional inquiry and even more success for adolescent health.
Change Model
Nudge Model of Change is the theory that was chosen in combination with the
JHNEBPM. In his review of Thaler’s book Nudge: Improving decisions about health, wealth,
and happiness, Jonathan Baron explained that nudging is one application involved in behavioral
decision-making (Baron, 2010). Behavior is a critical component of health and should be not
only considered, but utilized when planning interventions (Van Den Brouche, 2014). Nudging
can be further defined as a way of influencing choices by offering alternate suggestions that do
not limit the choice set (Nornberg et al., 2016). Nudging introduces the concept of decision
architecture in which one helps design decisions that others will be making (Baron, 2010). When
designing decisions for adolescents it is critically important to recognize that teenagers have a
fragile self-image and are still developing and increasing their understanding of selfconsciousness (Nornberg et al., 2016). Considering the use of nudging as a complement to the
adolescent support program, the decision architecture would be used within the “PracticeLearning” element of the JHNEBPM. The decision-architecture would involve defaulting to
decisions that support the health and wellness of the adolescent which will hopefully have the
desired outcome of reducing high-risk/health-risk behaviors. Notably, studies in the body of
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evidence indicated that adolescents responded positively to nudging in the intervention and the
less intrusive approach (Nornberg, 2010).
Leadership Model
The Charismatic Leadership Model will be used for implementation of the intervention in
the adolescent support program. This type of leadership is meant to inspire not only the
volunteers of the program, but also the participants themselves through mentoring and
encouragement. Charismatic leadership draws on the strength of harmony, one of the top five
strengths held by the DNP project team lead. It also utilizes the strongest portion of the leader’s
EI, social competence and awareness. Five descriptors of the charismatic leader include
authentic, persuasive, powerful, driven, and warm (Murray, 2020). Charismatic leadership will
bring energy to create team spirit and excitement throughout the project.
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Chapter 3: Project Design and Methodology
Project Design and Methodology
The Skills Mastery and Resistance Training (SMART) program was implemented in the
Spring of 2021 at the Boys and Girls Club in Marshall, Texas, where adolescents between the
ages of 13-15 were invited to participate in weekly one-hour meetings over six weeks (See
Appendix D, Figure 8). Guest speakers ages 16-19 served as role models and leaders. The Johns
Hopkins Nursing Evidence-Based Practice Model and the Nudge Model of Change, layered with
the Logic Model, served as the framework for successful delivery of the proven curriculum using
charismatic leadership (See Appendix D, Figure 4). Those who completed the program were
recognized with a certificate at a celebratory dinner. Parental consent was required for
participation.
Data collection occurred in the form of a pre and post-test administered during the first
meeting, at the last meeting on completion of the program, and at a three-month follow up. The
written test included 24 questions comprised of four demographics, three regarding club
membership and attendance and 17 in three formats of True/False, Multiple Choice, and Survey.
The pre and post-test assessment included in the SMART Moves curriculum served as
the measurement tool. The anticipated outcome, demonstrated in the BOE, was increased
knowledge, skills, or understanding related to the data elements: contraception, alcohol, drugs,
tobacco, sexually transmitted diseases, teen pregnancy, prescription drug abuse, peer pressure,
and decision making. Participant IDs on tests were securely and safely maintained by the project
lead.
The scoring process was a percentage based on a total of 100%. A comparison between
pre and post-tests was done for each participant as well as for the group as a whole with
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comparison between overall scores and scores on each data element. The three-month follow up
test was compared to the post-test to assess for retention. This was done for each participant and
for the group as a whole.
Discussion of Current Process
Regular contact was ongoing, often weekly, with the Director of Boys & Girls Club
(BGC) Big Pines, Chad Patterson. He and two staff members suggested the BGC curriculum,
Smart Moves. A meeting at the club on July 2, 2020 confirmed this decision and contributed to
specifics related to Chapter 3 of the DNP project including timeline, stakeholder identification,
culture, and budget items.
Population
The ethnicity demographics of Marshall, Texas, where the adolescent support program
was implemented are 55.26% White, 37.72% Black, and 3.25% Other (World Population
Review, 2020). The ethnicity demographics of Harrison County are 75% White, 21.1% Black,
and 13.6% Hispanic with some overlap between the races (US Census Bureau, 2020). The
average household income in Marshall is $57,703, and the average poverty rate is 20.16%
(World Population Review, 2020). The race most likely to be in poverty is Black, at a rate of
33.10% below poverty level (World Population Review, 2020).
In Marshall, 35.10% of adults over 25 have graduated from high school. A Bachelor’s
Degree is held by 12.20%, and a Graduate Degree held by only 5.52% (World Population
Review, 2020). The population for the scholarly project is adolescents residing in
Marshall/Harrison County between the ages of 13-19. The chosen curriculum was designed for
ages 13-15 with leader and peer role model positions for older adolescents between the ages of
16-19.
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Discussion of the Culture
From its earliest origins in the 1830’s, Marshall was the economic center for the
bourgeoning economy that developed around cotton. The institution of slavery and a deep
appreciation for southern heritage was imbedded in the early beginnings of Marshall as
evidenced by its confederate statue and three monuments on the courthouse square. School
integration came to Marshall in 1970 despite Brown vs. Ward being handed down in 1954 (S.
Baxter, personal communication, June 29, 2020).
Perhaps the clearest historical picture was painted by Marshall Native, Bill Moyers, in his
documentary “Marshall, Texas; Marshall, Texas” which aired on PBS in 1989. Marshall is
described as a “Tom Sawyer sort of place on one hand, and a town formerly divided by racial
segregation on the other” (Moyers, 1989).
The culture today continues to hold on to some of the racial tension from the past, but has
made tremendous progress. Throughout Black Lives Matter, there have been only peaceful
demonstrations. There are currently two groups working to compromise regarding the
confederate statues on the square.
Wiley College, founded in 1873, is a historically black, liberal arts institution of The
United Methodist Church (Wiley College, 2020) and has a very large international student
population. Many of the students attending Wiley are LGBTQ. Additionally, East Texas Baptist
University, founded in 1916, is a very conservative Baptist university educating students to be
Christian student leaders through community engagement (Sanders, 2020). The younger
generation appears to be much more accepting of both gender and racial differences. Professional
practices, athletic teams, school group assignments, and even recreational activities seem to have
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crossed over the racial divide among young adults, adolescents and certainly children in
Marshall/Harrison County today.
Stakeholders
Active stakeholders included the Faculty and Industry Mentors (See Appendix D, Figure
9), adolescents involved in the program as participants and as youth leaders, the Executive
Director, the East Area Director, and the Director of Operations for BCG, the DNP student, and
any volunteers (See Appendix D, Figure 6). The University of Texas at Tyler presently had
collaboration in place for students to volunteer at Boys and Girls Clubs. Passive stakeholders
include the Board of Directors of BGC, parents of adolescents in the program, and counselors
and/or providers making referrals.
Barriers and Facilitators
Barriers to successful implementation included parents hesitant to allow sensitive topics
such as drug, alcohol, tobacco use, STDs, teen pregnancy, and suicidal thoughts and behaviors to
occur outside the home. Another barrier included successful recruitment of volunteers to the
program. Even after recruitment, an anticipated barrier was scheduling conflicts that adversely
impacted attendance due to the very busy nature of the adolescent age group. It was anticipated
that the largest barrier with 13–15-year-olds was active participation and honesty when
completing the pre and post-tests.
Facilitators included parents, providers, counselors, staff and members of the board who
promoted the program and encouraged attendance. Having older adolescents serve as mentors
and peer leaders throughout the duration of the program was of great benefit. High school
students, successful in academics, athletics, dance, agriculture, and ROTC inspired the 13-15
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adolescent in the program. Nursing students, eager to serve and assist with the program would
bring positive, encouraging energy.
Participant Inclusion
Participants were invited primarily through club membership and additionally through
outreach including social media, word of mouth, school counselor referrals, local pediatric
provider referrals, and church youth groups (See Appendix D, Figure 1). Churches identified for
outreach and possible recruitment of participants included Bethesda Baptist Church, Cypress
Valley, Immanuel Baptist Church, Mobberly Baptist Church, First Methodist Church, Trinity
Episcopal Church, and Cumberland Presbyterian. Participants had parental/guardian permission
and were be coerced. Participants were required to volunteer and express a desire to participate.
Budget Planning
The meeting on 07/02/20 helped determine associated costs for implementation of
program curriculum through the club. There was an expectation to feed the participants weekly
for six weeks (See Appendix D, Figure 5). A small prize was awarded for attendance the first
week, upon completion of all sessions, and at follow up with completion of post-test. All
participants had a club membership. Every participant needed a booklet which incurred printing
costs. There was a celebratory dinner where certificates of completion were awarded.
Food cost estimate: 20 kids x $10 = $200/meal = $1200
Incentives (gift cards): $5 at start + $10 at completion + $10 at long term x 20 kids =
$500
Club membership $25/semester x 20 kids = $500
Printing costs = $200
Celebratory dinner = $200
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Miscellaneous costs = $400
Budget Justification
Serving snacks or a light meal was a way to give something small to the participants and
encouraged attendance. Gift cards served as a reward for participating and an incentive to
complete the program and the long-term follow up. Club membership was required to attend any
programs hosted by the club. Printing costs were comparable at the three local printing
companies. A celebratory dinner was a good way to mark the participants’ achievement of
completing the program and served as a public interest story to generate future involvement and
participation.
Return on Investment
Benjamin Franklin wisely stated that “an ounce of prevention is worth a pound of cure.”
The value of educating and empowering adolescents to make healthy decisions and prevent highrisk behavior that can result in tragedy was worth the cost of this program. An investment of
$3000 was a reasonable cost for a program focused on education and prevention.
Progress Markers
The timeline guided the project implementation. The director of the BCG was an
excellent accountability partner for this project and was in contact no less than every week to see
if action is needed. Once implementation of the program began, there were progress markers
weekly to stay on track with the curriculum.
Logic Model
The Logic Model planning tool promotes the identification and definition of inputs,
outputs, and outcomes for the Adolescent Support Program (See Appendix D, Figure 3).
Particularly helpful was the outcomes section in which the short, medium, and long-term goals
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are specific and measurable. Stating the assumptions and recognizing the external factors helps
formed a clear and concise program goal which to reduce high-risk behaviors and increased
healthy behaviors and choices in 13–15-year-olds.
Implementation Timeline
Permission to implement the program through Boys and Girls Club was obtained in
November of 2019, and the timeline was developed (See Appendix D, Figure 2 Gantt Chart).
Stakeholders were identified in June of 2020. Internal and external evidence was collected and
synthesized in the Fall of 2019 and Spring of 2020. The purpose of the project was identified in
the Fall of 2019. Baseline data was collected through pre-tests at the start of the program in
March of 2021. Follow up data was collected around July of 2021. The implementation team met
in January of 2021 to finalize protocol and timeline. Participants were identified, and permission
slips were obtained by the goal date of February 1, 2021. The program consisted of weekly
meetings for 6 weeks and ended the second week of April of 2021. Sustainability of the program
was discussed in the meeting on July 2, 2020 and continued to be discussed at subsequent
meetings. Final outcome data was gathered three months post program in June or July 2021.
Analysis of outcomes and assessment of sustainability was done in the Fall of 2021 and finalized
in the Spring of 2022.
Data Collection and Analysis Plan
Process Indicators
The purpose of data collection in the Adolescent Support Program was to assess
adolescent understanding of the content that was discussed in the Skills Mastery and Resistance
Training Program (SMART) moves curriculum that took place during the weekly adolescent
support program meetings. Process indicators described the important processes that contributed
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to the achievement of outcomes with examples including training and needs assessment (Process
Indicators, 2020).
•

There were two relevant and direct process indicators for this DNP project:
o How many boys and girls completed the modules?
o How many boys and girls completed the pre-test given at the introduction of the
adolescent support program? Adequately meeting this process indicator helped
ensure that the outcome knowledge was measured by the pre-test. It had four
questions regarding very basic demographics (age, gender, ethnicity, and grade).
There were three questions regarding Boys and Girls club membership,
attendance, and family member attendance. The remaining 17 questions were in
three formats including True/False, Multiple Choice, and Survey. This pre-test
served as a needs assessment regarding the knowledge that was provided through
the weekly program. The scoring process for the test was a percentage based on a
total score of 100%.
Completion Outcomes
The completion outcome was the measurement tool that evaluates. The pre and post-test

assessment were included in the SMART moves curriculum that is owned with a copyright by
the Boys and Girls Club. This measured a change in knowledge, skills, and understanding
regarding the data elements.
Data Elements
Data elements include:
•

Knowledge about contraception, alcohol, drugs, tobacco, sexually transmitted diseases,
teen pregnancy, prescription drug abuse, peer pressure, and decision making
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•

These elements are measures of change in knowledge, skills, and understanding toward
participation in the program

•

These data elements were identified in the body of evidence and chosen for that reason

Data Collection
The data set contained the following:
•

ID # that is the first letter of the first name + the first letter of the last name + the
birthday of the participant

•

The true/false and multiple-choice test questions directly assess information provided in
the curriculum such as the true/false question: “Fentanyl is a prescription drug that, when
abused, can lead to death” (StaySmart, 2011)

•

There were four questions about sex, 12 questions about alcohol, tobacco, and drugs, and
one question about decision-making

•

The five survey questions were subjective measurement of understanding and including
questions like: “It is not okay to use prescription drugs to relax” (StaySmart, 2011). The
survey questions offered a scale of strongly agree to strongly disagree.

Each data element was evaluated for a change in knowledge, skills, or understanding on both
an individual level and as a group. For example, the DNP leader looked at participant DH060706
(fictional) and evaluated his pre- and post-test scores overall to see if the percentage changed.
The DNP leader also evaluated any change in understanding regarding contraception, alcohol,
drugs, tobacco, STDs, pregnancy, prescription drug use, peer pressure and decision making by
comparing those specific questions on the pre and post-test. The DNP leader compared his
change in understanding with the group as a whole. Evaluation of how the boys compared with
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the girls was completed in order to determine any differences in knowledge, skills, and
understanding of the elements.
Database
Each participant had a row in an Excel Data File. The following data was entered into the
database for the project:
•

Gender

•

Pre-test score

•

Post-test score

•

3 month follow up post-test score

•

Knowledge about:
o Contraception, Pregnancy, and STDs
o Alcohol
o Drugs
o Tobacco
o Prescription Drug use
o Decision making

Data Analysis
The DNP student performed the analysis by calculating (“grading”) each test and
assigned a percentage score. A comparison between pre and post-test was done for each
participant in each data element as well as for the group as a whole in each data element. The
three-month follow up test was compared to the post-test to assess for retention. This was done
for each participant and for the group as a whole. The DNP leader planned to enter the pre and
post-test scores in the database (an Excel spreadsheet).
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Additional Data
Questions 5-7 in the pre and post-test were about Boys and Girls Club membership,
attendance, and any other family members with membership. This further served as a descriptor
of the participants.
Analysis
The analysis to show the impact of the project was the comparison pre- and post-scores.
•

The overall percentage of correct answers at pre- and post-testing was compared

•

Each individual subject knowledge item was assessed pre and post

•

The change in knowledge, skills, and understanding was reflected by absolute differences
in overall score and items

•

Bar graphs was used to show comparison between pre and post-test overall and item
scores

•

Low scores on the tests and on items reflected areas in which enhanced education may
still be needed

•

High scores indicated success with the education program

•

Comparisons between the scores of male and female test takers was evaluated to show a
difference in knowledge, skills, or understanding
Data Stewardship and Monitoring
The DNP student took responsibility for data stewardship during the project. To protect

the participants, a very simple ID # was used to connect the pre and post-tests. As part of data
stewardship, the DNP student kept written tests locked in a desk at all times unless being
transported possession for data entry. Data from the written tests was transferred to an Excel data
file for analysis. The data was kept in a password protected file in a password protected
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computer. After analysis the results of the project was shared with BGC. Raw data from the test
scores was destroyed once they were entered into the data file.
Program sustainability was implemented with the Executive Director, the Director of
Operations and the East Area Director. The Industry Mentor MOU (See Appendix D, Figure 7)
was signed and executed.

Chapter 4: Project Implementation, Outcomes, Impact, and Results
Process Indicators and Milestones
It was anticipated that adolescent attendance would be problematic and piecemeal due to
the many daily activities in adolescent life. This was not the case. There were very few absences
related to scheduling conflicts. The teens and their parents made the weekly meetings a priority.
The actual barrier was the loss of the BGC as the implementation location due to damage from
severe weather. A snowstorm swept through Texas in February of 2021. The severe freeze
caused a crack in the city swimming pool located next door to the club. This crack caused
flooding of the entire building with no hope of repair for several months. The solution to this
unexpected barrier was a quick search for a new implementation site which resulted in a change
of venue to a large local law firm that donated the use of a large ground floor conference room.
The firm was eager to host the program and even provided beverages to the participants at each
meeting. The lesson learned here was a combination of contingent planning, rapid response, and
the incredible benefits of networking.
Milestones included the start of the program, the changing and growing interaction
among the participants, the completion of the program, the celebratory dinner, and the reunion
dinner at the three-month mark.
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Project Results
The results of the project perfectly matched the expected outcomes illustrated in the body
of evidence. Every participant demonstrated an increase in knowledge, skills, and understanding
(KSU). A large increase in KSU was evidenced by the positive overall difference between the
pre-test and the post-test. There was a slight dip in scores at the three-month post-test, but the
results remained higher than the pre-test.
The biggest surprise of the project was that each participant requested another
opportunity to participate in the program. Several participants asked if the program could be
conducted annually with an increase in the age limit so that they could attend every year through
high school moving from participant to youth mentor. This unintended consequence illustrates
the success of the program in a way that is very different than any statistical analysis.
Data Collection
The data was collected through the same set of test questions given at the start of the
program, at the end of the program, and three months after completion of the program. The test
was administered on paper in a quiet setting with privacy for each participant. The pre-tests were
identified according to instructions including the first letter of the first name + the first letter of
the last name + the six-digit birthday of each participant. The adolescents quickly deduced that
no participants shared the same initials and they used only their initials on the post-test and threemonth post-test. Each paper test was kept locked in a private location until analysis. The
spreadsheet of test results was kept in a password-protected computer in a secure location.
Data Analysis
Initial analysis of the data demonstrates the anticipated increase in knowledge, skills, and
understanding (KSU) of the information that was presented during the adolescent program. The
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change in KSU overall was an average increase of nine percentage points between the pre-test
and the post-test. There was a slight decrease in the overall average of the post-test and the threemonth post-test for a loss of 4 percentage points. There was an overall net average increase of 5
points between the pre-test and the three-month post-test. The raw data was further analyzed in
collaboration with a doctorally-prepared mathematician who assisted in performing statistical
analysis using a repeated measures t-test through SPSS software. The data in category,
“KSU:Sex” was not normally distributed. A Wilcoxon Signed Rank nonparametric test was used
in this instance. The ⍺ level was set at 0.5.
Outcomes Measures
The outcomes were measured using the written test included in the Smart Moves
curriculum that was taken by the participants on three occasions. The expected outcomes
reflected by the body of evidence include an increase in KSU on specific data elements that have
been grouped into sex education, substances education, and “survey” which is an assessment of
the personal beliefs of each participant relevant to the program material. An example of a survey
section question is “I take the time to think through decisions before I make them”. The options
for the answer include a four-point scale from strongly disagree to strongly agree.
Outcomes Analysis
The project achieved the desired outcome of an increase in KSU not only overall but in
each data element section including sex, substances, and survey. The largest change in KSU was
in the sex education data element with an overall increase in 15 percentage points between the
pre-test and the post-test. The pre-test had M= 83.43 and SD = 3.28 where t(12) = 4.376 and p =
.001. Cohen’s d = 1.21 which means that the effect size was large. Based on the repeated
measures t-test the post-test scores were statistically significantly higher than the pre-test scores.
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The three-month post-test average lost only two points for a net increase of 13 percentage points
between the pre-test and the three-month post-test. The pre-test had M= 83.43 and SD = 7.5
where t(12) = 1.878 and p = .085. Cohen’s d = 0.52 which means that the effect size was
medium. KSU of Sex utilizing the Wilcoxon Signed Rank test showed that post-test scores were
statistically significantly higher with pre-test of M = 84.6, SD = 16.26 and post-test scores of M
= 100 and SD = 0. The p value = .011. To summarize the statistics, every student in the program
scored 100 on the KSU:Sex post-test.
Financial Impact
The unexpected barrier related to the loss of the implementation site due to severe
weather actually resulted in a positive change to the budget. By moving the implementation site
to the law firm, the $25 membership fee per participant was no longer necessary for a gain of
$325 to the budget. The budget was created with an optimistic goal of 20 participants. There
were 13 adolescent participants which resulted in less cost related to food and incentives.
Printing and supply costs came in significantly under budget. The total spent on the project was
$1597. The estimated budget was $3000. Considering the KSU gained by the participants in this
prevention-based program, the cost was well worth the outcomes.
Chapter 5: Project Sustainability, Conclusions, and Recommendations
Implications of Project Results
The results of the DNP project illustrate that adolescents need, receive, and retain
knowledge, skills, and understanding about subjects that can strongly impact their decisionmaking which directly impacts their health and wellness. The primary implication noted is that
KSU increase when adolescents are offered and choose to participate in and complete a program
like Smart Moves. The project was planned for implementation through the Boys and Girls Club.
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The curriculum was used, but the location changed due to weather damage which resulted in no
affiliation via membership between the participants and BGC. This is unfortunate for the club
because the increase in membership and the positive results of the project would be beneficial
and speak to the potential impact of BGC on adolescent involvement in the community. Without
an official tie to BGC, there is no need for revisions to Smart Moves curriculum or a change in
the standard of care at the club at the local or national level.
Project Sustainability Plans
There are four nursing schools actively completing nursing clinicals in the East Texas
area, including Marshall, Texas. Clinicals that involve the preparation, initiation of the Smart
Moves curriculum would entail approximately 40 hours, at a generous estimate, of clinical time.
Community Health is a required class in a bachelor’s degree of nursing program. Community
Health is also a required class in an associate degree of nursing program. Therefore, it meets the
required class set of all four nursing schools that are locally distributed. It makes sense for
Community Health undergraduate nursing students to pursue and initiate and lead the Smart
Moves curriculum on an annual or semi-annual basis not only in completion of Community
Health clinical hours criteria but also to establish sustainability of The Adolescent Support for
Healthy Living project.
Implications of Results to Participants and Community
There are 13 adolescents in Marshall, Texas with increased knowledge, skills, and
understanding on key health and wellness concepts including contraception, substance abuse,
sexually transmitted infections/diseases, teen pregnancy, peer pressure and decision making.
This directly reflects the body of evidence which illustrates a decrease in health-risk behaviors
when any intervention is utilized. The SMART moves curriculum had the intended effect.
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The thirteen participants of The Adolescent Support for Health Living DNP Project
experienced 8 opportunities to connect and bond as a group. Connectedness, in the sense of
feeling supported, can reduce a variety of high-risk health behaviors (CDC, 2020). The body of
evidence shows that it is a noteworthy aspect of health in adolescence (Marraccini & Brier,
2017).
Teenagers require independence in order to develop autonomy while still benefitting
from occasional decision architecture by trusted adults and role models. They rely heavily on
acceptance from peers and place great importance on their connections with others (Telzer et al.,
2014). The participants are a small fraction of their peer group in the community but hopefully
they will share what they learned with others and create a ripple effect of evidence-based
information and positive peer engagement regarding healthy decision-making. Completion of
this program seemed to increase the self-confidence and self-awareness of the participants as
indicated on the self-report survey section of the pre- and post-tests (not included in the scored
section of the tests). Self-confidence is a vital personal factor during adolescence (Jackson et al.,
2012) as noted in the body of evidence.
Additionally, the DNP project proves that there are adolescents and parents of
adolescents interested in the promotion of health and wellness during this critical developmental
stage. Active partners, including the Boys and Girls Club, enable and perpetuate the success of
programs such as SMART Moves that promote healthy decision-making and positive adolescent
engagement on a local level. Adolescents who achieve connectedness are 66% less likely to
experience significant health risk behaviors in adulthood (CDC, 2020). Not only did the project
provide an increase in knowledge, skills, and understanding about arguably the most relevant
health topics of adolescence, it also provided the opportunity for the participants to engage and
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connect on many levels. This connectedness was plainly evident through observation of the
friendships and camaraderie displayed throughout the duration of the program. This has the
potential to improve the lives of the individual participants, their families, their friends, and the
community as a whole.
Key Lessons Learned
Participants need to be personally invited to attend a project such as this. It required a
significant commitment of time and participation by each member who attended. The
recruitment process was arduous with only a small percentage of those invited actually attending
the program. The recruitment process would benefit from more robust planning with a wider
network of referrals and outreach.
Adolescents are eager to learn. They want a situation such as this type of program where
they can receive sensitive, important information in a controlled setting where they are not only
allowed but encourage to ask difficult questions. Test results show remarkable improvement in
KSU of arguably the most difficult topics affecting adolescent life. If teenagers are given an
opportunity where they feel safe and important, they will engage.
Incentives are valuable and appreciated tools to assist recruitment and reward active
participation. $10 iTunes cards were received positively as a thank you for attending the first
meeting. The participants were very thankful to receive a $25 Amazon card as a thank you for
100% attendance and participation at the celebration dinner. However, the biggest incentive for
the adolescents was providing their favorite foods for dinner at each meeting. At the end of each
meeting the kids discussed and agreed on what they would like for dinner at the meeting the
following week. Many of them stated that they looked forward to their favorite food all week
long and that it increased their excitement and anticipation for the Tuesday night meetings. Gift
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cards were 28% of the budget. Food was 66% of the budget. It was money well spent and the
program was completed well under the projected budget.
Project Recommendations
The Adolescent Support for Healthy Living project utilized the SMART Moves
curriculum that is owned by Boys and Girls Club. It was an excellent source of information and a
solid way to present the concepts that were addressed. If the program continues and the same
curriculum is used it requires updating to include facts and awareness regarding social media,
LGBTQ, and gender stereotyping that was not acknowledged or recognized at the most recent
copyright date of 2010.
Participants in this program are technology natives and should be treated as those with an
increased understanding and appreciation for online presence and the responsibilities that
accompany. This was identified and addressed in an unstructured off-the-cuff manner during the
program. It would benefit from further development and planned implementation at various
points in the material that was presented.
Peer leaders and youth mentors were suggested as part of the program at its conception. It
did not materialize due to lack of recruitment and interest. The 15-year-old participants of the
2021 project asked to return to the next iteration in order to serve in that capacity. They actually
suggested increasing the age of participants each year in order to continue personal involvement
throughout their high school careers. 23% of the participants were 15 at the Spring 2021
program. It would be incredibly beneficial to have ¼ of the participants from the original
program serving as youth mentors and peer leaders during the next session. They have
experienced the classes and gained the KSU regarding the concepts. They are now willing and
eager to share what they gained with more teens. This must be utilized as an opportunity not only
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for recruitment and retention of new participants but also to encourage engagement and
participation throughout the next program. What an amazing way to perpetuate health and
wellness in the adolescent community!
Chapter 6: DNP Practice-Scholar Role Actualization
Role Impact
The role of the DNP student was crucial to the success of The Adolescent Support for
Healthy Living project. The research was methodical returning steadfast results. The planning for
the project required collaboration as well as thoughtful, resourceful strategizing for success.
Recruitment utilized a large network yielding only a modest return of participants. However, the
education, training, and close supervision by faculty, as well as the encouragement, support and
suggestion of the cohort, made the process smooth and successful. The results from the body of
evidence were replicated. This project required the knowledge gained through the doctor nursing
program. The skills and experience gained and refined through the process of the doctoral project
have delineated the role of the doctorally-prepared nurse with accuracy and precision.
Summary
The purpose of the doctoral project is to recreate a positive impact identified through a
thorough and complete body of evidence. The purpose of the Doctor of Nursing Practice
program is to create agents of change who are able to implement that positive impact. There are
13 adolescents in Marshall, TX that have demonstrated a willingness to participate and learn
about concepts critical to health and wellness throughout adolescence and into adulthood.
The evidence suggested that regardless of the intervention the result would reflect a
decrease in high-risk behaviors and an increase in knowledge, skills, and understanding. This
was clearly reflected in the teen participants of The Adolescent Support for Healthy Living
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project. Positive change has occurred, the depth of which may never be fully identified. The
project was a success. The adolescents have knowledge and tools to make healthy decisions. The
purpose of the DNP program has been achieved.
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Figure 1
Suicide Statistics

Figure 2
Increase in Suicide

Figure 3
Substance Abuse
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Figure 4
Evaluation Table
Evaluation Table Adolescent Support
Used with permission, © 2007 Fineout-Overholt
CLINICAL QUESTION: In adolescents, how does education to support and promote interpersonal relationships compared to no education affect high risk behavior rates (alcohol use, tobacco use,
drug use, self-harm/suicidal thoughts and behaviors) 6 months after instruction?

Citation:
author(s), date
of publication&
title

Marraccini, et
al.,.Sch Psychol
Q 2017; 32(1):521

Purpose of
Study

Ass. b/t SC
and STB

Conceptual
Framework
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Design/
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MA
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review)
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Sample/Setting

N = 16 studies

Major
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Studied and
Their
Definitions

IV: SC
DV: STB

Measurement
of Major
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STB – selfreport

Data
Analysis

OR

Study Findings

↑SC = ↓STB (OR
= 0.536)
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adolescent
participants
across all studies

Weaknesses:
Cross-sectional in nature
Variability r/t participant
and school
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Self-reporting

16 articles
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Jackson., et al.
Addiction 2012;
107(4): 733-747

Effects of
interventions
on MRB

None

SR
(Cochrane)
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1129
papers
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experiment
al studies

N = 13 studies

Appraisal of Worth to
Practice
Strength of the Evidence
(i.e., level of evidence +
quality [study strengths
and weaknesses])
RECOMMENDATIONS
LOE: 1
Strengths:
Large sample with analysis
of pooled outcomes

IV: SC, AA,
FPC, SE, PN
DV1:ALC
DV2: DRG
DV3: TOB
DV4: RSB

Evaluation of
18 programs

OR

One study ex.:
Past 6 months:
TOB: OR 0.63
(95% CI, 0.351.12
ALC: OR 1.11
(95% CI, 0.621.99)
DRG: OR 0.97
(95% CI, 0.571.67)

Conclusion: SC reduces
STB
Feasibility: Good
Risk/Harm: None
Rec: implement
intervention of SC
LOE: 1
Strengths:
18 programs evaluated
Weaknesses:
Potential for reporting bias
Does not address STB
Did not search gray lit.

Conclusions: interventions
can impact MRB.
Feasibility: Good
Legend: AA = academic achievement; ALC = alcohol use; ASB = antisocial behavior; BDS = burdensomeness; BI = brief interventions; CI = community involvement; CON = connectedness; DRG =
drug use; DV = dependent variable; ED = emergency department; EWB = emotional well-being; FA = future aspirations; FC = family communication; FPC = family-parent connectedness; GHP =
good health practices (exercise/nutrition); HRB = health risk behaviors; IV = independent variable; MA = meta-analysis; MRB = multiple risk behaviors; NARM = non-parent adult role model; OR =
odds ratio; PC = peer conflict; PN = peer norms; PARQ = physical activity readiness questionnaire; PRM = peer role model; PYD = positive youth development; RC = responsible choices; RCT =
randomized control trial; RSB = risky sexual behavior; RTB = risk-taking behavior; SBI = school-based intervention; SC = school connectedness; SE = self-esteem; SeR = self-regulation; SF =
supportive friendships; SI = social inclusion; SN = social networking; SOB = sense of belonging; SR = systematic review; SRI = self-regulation interventions; SS = social support; STB = suicidal
thoughts and behaviors; TOB = tobacco use; UTR = use of time (religion); UTS = use of time (sports);

40

Citation:
author(s), date
of publication&
title

Purpose of
Study

MacArthur, et al.
Cochrane
Database Syst
Rev 2018; 10:
CD009927

Effects of
interventions
on MRB

Conceptual
Framework

None

Design/
Method

SR
(Cochrane)

Sample/Setting

N = 70 studies

Major
Variables
Studied and
Their
Definitions

IV: SBI

Measurement
of Major
Variables

Self-report by
adolescents

Data
Analysis

OR

DV1: ALC
DV2: DRG
DV3: ASB
DV4: TOB

11
databases
Included
RCTs and
cluster
RCTs with
≥2 MRBs

Pandey, et al.
JAMA pediatrics
2018;172(6):566
-575

Evaluate
interventions
to improve
Self

None

SR & MA
8 databases

17 cluster RCTs
32 RCTs

49 RCTs

IV: 50 SRIs
DV:
social/personal
skills

Self-report by
adolescents

OR

Study Findings

ALC: OR 0.72
(95% CI 0.56-0.92)
DRG: OR 0.74
(95% CI 0.55-1.00)
ASB: OR 0.81
(95% CI 0.660.98)
TOB: OR 0.77
(95% CI 0.600.97)

Pooled results:
0.42 (95% CI 0.320.53)

Weaknesses:
No studies included
address STB
Self-reporting
Conclusions: Positive
effects of SBI on HRB.
Feasibility: Good
Risk/Harm: None
Rec: Use this study to
address all four behaviors
LOE: 1
Strengths:
Large study

Pooled analysis

N = 23,098
50 SRIs

Appraisal of Worth to
Practice
Strength of the Evidence
(i.e., level of evidence +
quality [study strengths
and weaknesses])
RECOMMENDATIONS
Risk/Harm: None
Rec: Use this study as a
resource for potential
curriculum for project.
LOE:1
Strengths:
Followed for ≥ 6 months

Weaknesses:
50 interventions
Self-reporting

Forest plot

Conclusions: SRI can have
positive effects on
adolescents
Feasibility: Good
Risk/Harm: None
Rec: Use this study for
self-regulation ideas
Carney, et al.
Cochrane
Database Syst
Rev 2016; 1:
CD008969

Evaluate BIs
to reduce ALC
& DRG use

None

SR
10
databases

6 trials
N = 1176

IV: BIs
DV1: ALC
DV2: DRG

Self-report by
adolescents

SMD
Cohen’s d

Short- term f/u:
ALC:-0.91 (95%
CI -1.21to -0.61)
DRG: -0.83 (95%
CI -1.14 to -0.53)

LOE: 1
Strengths:
Large sample
Good follow –up at short,
medium and long-term
Weaknesses:

Legend: AA = academic achievement; ALC = alcohol use; ASB = antisocial behavior; BDS = burdensomeness; BI = brief interventions; CI = community involvement; CON = connectedness; DRG =
drug use; DV = dependent variable; ED = emergency department; EWB = emotional well-being; FA = future aspirations; FC = family communication; FPC = family-parent connectedness; GHP =
good health practices (exercise/nutrition); HRB = health risk behaviors; IV = independent variable; MA = meta-analysis; MRB = multiple risk behaviors; NARM = non-parent adult role model; OR =
odds ratio; PC = peer conflict; PN = peer norms; PARQ = physical activity readiness questionnaire; PRM = peer role model; PYD = positive youth development; RC = responsible choices; RCT =
randomized control trial; RSB = risky sexual behavior; RTB = risk-taking behavior; SBI = school-based intervention; SC = school connectedness; SE = self-esteem; SeR = self-regulation; SF =
supportive friendships; SI = social inclusion; SN = social networking; SOB = sense of belonging; SR = systematic review; SRI = self-regulation interventions; SS = social support; STB = suicidal
thoughts and behaviors; TOB = tobacco use; UTR = use of time (religion); UTS = use of time (sports);
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Citation:
author(s), date
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title

Purpose of
Study

Conceptual
Framework

Design/
Method

Sample/Setting

Major
Variables
Studied and
Their
Definitions

Measurement
of Major
Variables

Data
Analysis

Study Findings

Long-term f/u (> 6
months):
ALC: -0.72 (95%
CI -1.05 to -0.40)

Patton, et al.
American
Journal of Public
Health 2006; 96
(9): 1582-1587

Fishbein, et al.,
Journal of Child
and Family

Test efficacy
of intervention
to promote SI
and reduce
HRBs

To determine
if yoga is
effective to
↓HRB

None

None

RCT

RCT

Cluster RCT
25 schools
Cross-sectional
surveys
2-year intervals

N = 85
Grades 9-12
3 cohorts

IV:
interventions to
promote SI and
EWB
DV1: ↓HRB:
DV2: ↑EWB

IV1: yoga
IV2:
Mindfulness
IV3: Meditation

Self-report by
adolescents

PARQ
YMCA
protocol

OR

Frequency
Percentages

Baseline:
1.07 (95% CI 0.91.5
Two-year:
0.89 (95% CI 0.681.17)
Four-year:
0.84 (95% CI 0.621.11)

HRB:
 ALC
EWB:
in social skills

Appraisal of Worth to
Practice
Strength of the Evidence
(i.e., level of evidence +
quality [study strengths
and weaknesses])
RECOMMENDATIONS
Low quality findings
Self-reporting
Conclusions: BIs are
probably not effective in
reducing ALC and DRG
use and abuse.
Feasibility: Good
Risk/Harm: None
Rec: Use this for brief
interventions
LOE: 2
Strengths:
4-year follow up
Large sample
Weaknesses:
No effect on emotional
probs
Cluster randomization at
district level;
interventions at school
level
Nonparticipation of 6
schools
Similarities in
demographics
Self-reporting
Conclusions: Prevention
strategies in school =
positive social environment
Feasibility: Good
Risk/Harm: None
Rec: Use this study for
interventions with broad
results (non-specific
outcomes)
LOE: 2
Strengths:
Strong baseline
measurements

Legend: AA = academic achievement; ALC = alcohol use; ASB = antisocial behavior; BDS = burdensomeness; BI = brief interventions; CI = community involvement; CON = connectedness; DRG =
drug use; DV = dependent variable; ED = emergency department; EWB = emotional well-being; FA = future aspirations; FC = family communication; FPC = family-parent connectedness; GHP =
good health practices (exercise/nutrition); HRB = health risk behaviors; IV = independent variable; MA = meta-analysis; MRB = multiple risk behaviors; NARM = non-parent adult role model; OR =
odds ratio; PC = peer conflict; PN = peer norms; PARQ = physical activity readiness questionnaire; PRM = peer role model; PYD = positive youth development; RC = responsible choices; RCT =
randomized control trial; RSB = risky sexual behavior; RTB = risk-taking behavior; SBI = school-based intervention; SC = school connectedness; SE = self-esteem; SeR = self-regulation; SF =
supportive friendships; SI = social inclusion; SN = social networking; SOB = sense of belonging; SR = systematic review; SRI = self-regulation interventions; SS = social support; STB = suicidal
thoughts and behaviors; TOB = tobacco use; UTR = use of time (religion); UTS = use of time (sports);
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Citation:
author(s), date
of publication&
title

Purpose of
Study

Conceptual
Framework

Design/
Method

Sample/Setting

Studies 2016;
25(2): 518-529

Major
Variables
Studied and
Their
Definitions

DV1: ↓HRB
DV2:↑EWB

Measurement
of Major
Variables

Data
Analysis

Multi-rater
(student and
teacher)
Multi-method
(survey,
cognitive,
psych)

Study Findings

sustained attention
during stress
complimenting
others
offering
encouragement
to others

7 questionnaires
used

Schwartz, et al.
Applied
Developmental
Science 2010;
14(4): 197-211

Brooks, et al.
Journal of Public
Health 2012;
34:48-56
UK study

Examine the
association of
PYD with
HRB

Examine how
assets
influence HRB

None

None

MultiCohort

Cohort
Cross
sectional

N = 5305
60% fem
40% male
18 schools
13 states
82 after-school
programs

N = 1255
45% boys
15 years old
Random
sampling

IV: 5 C’s
DV: HRB

Self-reporting
surveys

Nunnally and
Bernstein’s
1994 formula

PYD ↓HRB (ALC,
DRG, RSB)

Appraisal of Worth to
Practice
Strength of the Evidence
(i.e., level of evidence +
quality [study strengths
and weaknesses])
RECOMMENDATIONS
First study to examine yoga
to reduce HRBs in teens
Weaknesses:
No yoga prescription was
identified /low dose of
intervention
Further research needed
Small sample size
Teachers were not blinded
Self-reporting
Conclusions: Yoga ↓
problem outcomes and ↑
positive outcomes
LOE: 4
Strengths:
Consistent results
Large sample
Weaknesses:
Participants were
volunteers
↑ attrition
Self-reporting

IV: 4 youth
assets
DV: HRB
Youth assets =
SOB,
autonomy, SN,
SS

Self-reporting
questionnaires

Multinomial
regression

↑ youth assets = ↓
HRB

Conclusions: PYD can
protect against HRB
Feasibility: Moderate
Risk/Harm: None
Rec: Use study for ideas
about how to incorporate a
physical component
LOE:4
Strengths:
Focus on feelings/concepts
Weaknesses:
Cross sectional
Self-reporting

Legend: AA = academic achievement; ALC = alcohol use; ASB = antisocial behavior; BDS = burdensomeness; BI = brief interventions; CI = community involvement; CON = connectedness; DRG =
drug use; DV = dependent variable; ED = emergency department; EWB = emotional well-being; FA = future aspirations; FC = family communication; FPC = family-parent connectedness; GHP =
good health practices (exercise/nutrition); HRB = health risk behaviors; IV = independent variable; MA = meta-analysis; MRB = multiple risk behaviors; NARM = non-parent adult role model; OR =
odds ratio; PC = peer conflict; PN = peer norms; PARQ = physical activity readiness questionnaire; PRM = peer role model; PYD = positive youth development; RC = responsible choices; RCT =
randomized control trial; RSB = risky sexual behavior; RTB = risk-taking behavior; SBI = school-based intervention; SC = school connectedness; SE = self-esteem; SeR = self-regulation; SF =
supportive friendships; SI = social inclusion; SN = social networking; SOB = sense of belonging; SR = systematic review; SRI = self-regulation interventions; SS = social support; STB = suicidal
thoughts and behaviors; TOB = tobacco use; UTR = use of time (religion); UTS = use of time (sports);
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Citation:
author(s), date
of publication&
title

Purpose of
Study

Oman, et al.
American
Journal of Public
Health 2004;
94(8):1425-1430

Examine youth
assets and
HRB

Conceptual
Framework

None

Design/
Method

Cohort

Sample/Setting

N = 1350
Mean age 15.4
52% fem
48% White
23% Black
19% His
10% Native
American

Major
Variables
Studied and
Their
Definitions

IV: 9 youth
assets
DV: HRB
DV1: ALC
DV2: DRG
Assets: NARM,
PRM, FC, UTS,
UTR, GHP, CI,
FA, RC
HRB: ALC,
DRG

Measurement
of Major
Variables

Self-reporting
questionnaires

Data
Analysis

OR
Multiple
logistic
regression

Study Findings

Nonuse ALC:
NARM 1.30
(05%CI 0.891.91)
PRM 2.41(95% CI
1.80-3.22)
FC 1.97 (95% CI
1.47-2.64)
UTS 1.05 (95% CI
0.77-1.44)
UTR 2.92 (95% CI
2.17-3.91)
GHP 1.38 (95% CI
1.03-1.86)
CI 1.49 (95%CI
0.97-2.29)
FA 1.48 (95% CI
1.00-2.20)
RC 1.88 (95% CI
1.34-2.64)
Nonuse DRG:
NARM 2.01 (95%
CI 1.30-3.21)
PRM 2.95 (95% CI
2.03-4.30)
FC 2.11 (95% CI
1.41-3.03)
UTS 1.56 (95% CI
1.03-2.36)
UTR 2.65 (95% CI
1.80-3.92)
GHP 1.55 (95% CI
1.08-2.22)
CI 2.04 (95% CI
1.07-3.88)

Appraisal of Worth to
Practice
Strength of the Evidence
(i.e., level of evidence +
quality [study strengths
and weaknesses])
RECOMMENDATIONS
Conclusions: Assets are
protective and reduce HRB
Feasibility: Good
Risk/Harm: None
Rec: Use this as a reference
for personal asset
evaluation
LOE: 4
Strengths:
Large sample with good
variety
Multiple assets assessed
Weaknesses:
ALC and DRG assessed for
30 days only
Self-reporting
GHP assessed with one
item only
Cross sectional
Conclusions: Community
involvement serves as
prevention against HRB
Specific assets help prevent
against specific HRB
Combination of assets may
be more effective than
individual assets
Feasibility: Low (High
number of variables
measured – would be
difficult to implement this
many
Risk/Harm: None
Rec: Excellent reference
for asset ideas

Legend: AA = academic achievement; ALC = alcohol use; ASB = antisocial behavior; BDS = burdensomeness; BI = brief interventions; CI = community involvement; CON = connectedness; DRG =
drug use; DV = dependent variable; ED = emergency department; EWB = emotional well-being; FA = future aspirations; FC = family communication; FPC = family-parent connectedness; GHP =
good health practices (exercise/nutrition); HRB = health risk behaviors; IV = independent variable; MA = meta-analysis; MRB = multiple risk behaviors; NARM = non-parent adult role model; OR =
odds ratio; PC = peer conflict; PN = peer norms; PARQ = physical activity readiness questionnaire; PRM = peer role model; PYD = positive youth development; RC = responsible choices; RCT =
randomized control trial; RSB = risky sexual behavior; RTB = risk-taking behavior; SBI = school-based intervention; SC = school connectedness; SE = self-esteem; SeR = self-regulation; SF =
supportive friendships; SI = social inclusion; SN = social networking; SOB = sense of belonging; SR = systematic review; SRI = self-regulation interventions; SS = social support; STB = suicidal
thoughts and behaviors; TOB = tobacco use; UTR = use of time (religion); UTS = use of time (sports);
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Citation:
author(s), date
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title

Opperman, et al.
Archives of
Suicide Research
2015; 19(3):385400

Telzer, et al.
Social Cognitive
and Affective
Neuroscience
2015; 10(3):389398

Prince, et al.
Social Work
Research 2015;
39(2): 94-106

Purpose of
Study

Examine STB
with BDS &
CON

Correlate peer
conflict with
RTB at neural
level

Conceptual
Framework

None

None

Design/
Method

Cohort

Cohort

Sample/Setting

N = 129
Ages 12-15
Recruited from
ED
76% fem.
↑ exclusions

N = 46
Recruited in
high school

Major
Variables
Studied and
Their
Definitions

IV1: BDS
IV2: CON

Measurement
of Major
Variables

Self-reporting
questionnaire

Data
Analysis

p-value

Study Findings

FA 2.07 (95% CI
1.32-3.25)
RC 2.57 (95% CI
1.71-3.86)
STB = p<.001
BDS
STB = p<.01 CON

DV: STB

Appraisal of Worth to
Practice
Strength of the Evidence
(i.e., level of evidence +
quality [study strengths
and weaknesses])
RECOMMENDATIONS

LOE: 4
Strengths:
Results consistent w
previous studies
Weaknesses:
Small sample
Disproportionately fem.
Self-reporting
Cross-sectional

IV1: PC
IV2: SF
DV: RTB

Daily diary
waves (2
years)
Neural imaging

Regression
analysis using
p-value

↑PC: β = 0.56,
p<.001
↑SF: β = -0.97,
p<.05

Conclusions: ↑BDS &
↓CON = ↑ STB
Feasibility: Good
Risk/Harm: None
Rec: This is a good study
to use for suicide
prevention/discussion
LOE: 4
Strengths:
“Stringent controls” used
Decent time frame
Weaknesses:
Small sample
Used an odd way to eval
RTB

To understand
ALC initiation,
↑&↓

None

Qualitative

N = 12
From a larger
quant. study

IV1: stress
IV2: coping
skills

In-depth
interviews
Self-reporting
by teens

Thematic
content
analysis; no
stats

↑ stress + ↓ coping
skills = ↑ALC
use

Conclusions: ↑PC = ↑RTB;
↑SF = ↓RTB
Feasibility: Good
Risk/Harm: None
Rec: Excellent resource for
social support eval
LOE: 6
Strengths:
Interviews provide context
for ALC use in teens

Legend: AA = academic achievement; ALC = alcohol use; ASB = antisocial behavior; BDS = burdensomeness; BI = brief interventions; CI = community involvement; CON = connectedness; DRG =
drug use; DV = dependent variable; ED = emergency department; EWB = emotional well-being; FA = future aspirations; FC = family communication; FPC = family-parent connectedness; GHP =
good health practices (exercise/nutrition); HRB = health risk behaviors; IV = independent variable; MA = meta-analysis; MRB = multiple risk behaviors; NARM = non-parent adult role model; OR =
odds ratio; PC = peer conflict; PN = peer norms; PARQ = physical activity readiness questionnaire; PRM = peer role model; PYD = positive youth development; RC = responsible choices; RCT =
randomized control trial; RSB = risky sexual behavior; RTB = risk-taking behavior; SBI = school-based intervention; SC = school connectedness; SE = self-esteem; SeR = self-regulation; SF =
supportive friendships; SI = social inclusion; SN = social networking; SOB = sense of belonging; SR = systematic review; SRI = self-regulation interventions; SS = social support; STB = suicidal
thoughts and behaviors; TOB = tobacco use; UTR = use of time (religion); UTS = use of time (sports);
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author(s), date
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Purpose of
Study

Conceptual
Framework

Design/
Method

Sample/Setting

Major
Variables
Studied and
Their
Definitions

DV: ALC use

Measurement
of Major
Variables

Data
Analysis

Study Findings

↑coping skills =
↓ALC use

Appraisal of Worth to
Practice
Strength of the Evidence
(i.e., level of evidence +
quality [study strengths
and weaknesses])
RECOMMENDATIONS
Covers 6-year period
Self-reporting is done at an
older age
Interviews were > 1 hour
Weaknesses:
No stats
Small sample
Purposive recruiting
Conclusions: In-depth look
at how and why teens use
alcohol at different
stages/life events
Feasibility: Good
Risk/Harm: None
Rec: Good resource for
alcohol component

Legend: AA = academic achievement; ALC = alcohol use; ASB = antisocial behavior; BDS = burdensomeness; BI = brief interventions; CI = community involvement; CON = connectedness; DRG =
drug use; DV = dependent variable; ED = emergency department; EWB = emotional well-being; FA = future aspirations; FC = family communication; FPC = family-parent connectedness; GHP =
good health practices (exercise/nutrition); HRB = health risk behaviors; IV = independent variable; MA = meta-analysis; MRB = multiple risk behaviors; NARM = non-parent adult role model; OR =
odds ratio; PC = peer conflict; PN = peer norms; PARQ = physical activity readiness questionnaire; PRM = peer role model; PYD = positive youth development; RC = responsible choices; RCT =
randomized control trial; RSB = risky sexual behavior; RTB = risk-taking behavior; SBI = school-based intervention; SC = school connectedness; SE = self-esteem; SeR = self-regulation; SF =
supportive friendships; SI = social inclusion; SN = social networking; SOB = sense of belonging; SR = systematic review; SRI = self-regulation interventions; SS = social support; STB = suicidal
thoughts and behaviors; TOB = tobacco use; UTR = use of time (religion); UTS = use of time (sports);
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Figure 5
The 13 Studies: Levels and Types of Evidence

Level I:Systematic
review or metaanalysis
Level II:
Randomized
controlled trial

1

2

3

4

5

X

X

X

X

X

6

7

X

X

8

9

10

11

12

X

X

X

X

X

13

Level III:
Controlled trial
without
randomization
Level IV: Casecontrol or cohort
study
Level V:
Systematic review
of qualitative or
descriptive
studies
Level VI:
Qualitative or
descriptive study

X

Level VII: Expert
opinion or
consensus

The body of evidence demonstrates a high number of Level 1 articles. The evidence is diverse
across the levels. The studies are strong and applicable.
1 = Marraccini, et al. (2017); 2 = Jackson, et al. (2012); 3 = MacArthur, et al. (2018); 4 =
Pandey, et al. (2018); 5 = Carney, et al. (2016); 6 = Patton, et al. (2006); 7 = Fishbein, et al.
(2016); 8 = Schwartz, et al. (2010); 9 = Brooks, et al. (2012); 10 = Oman, et al. (2004); 11 =
Opperman, et al. (2015); 12 = Telzer, et al. (2015); 13 = Prince, et al., (2015)
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Figure 6
Effect of Positive Youth Interventions on Outcomes
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Every study in the Body of Evidence demonstrates a decrease in a high-risk behavior. While
none of the studies address the four specific high-risk behaviors individually, there are several
studies that address high-risk behaviors as a whole. The interventions are strong and have
positive effects that support the goal of each project.

ALC = alcohol use; DRG = drug use; HRB = health risk behavior; NE = not evaluated; STB =
suicidal thoughts and behaviors; TOB = tobacco use
Figure 7
Specific Interventions and Outcomes
ALC

TOB

DRG

School
connectedness

STB

HRB

↓

Self-regulation

↓

Social inclusion

↓

Mindfulness

↓

Yoga

↓

Meditation

↓

Social networking

↓

Social support

↓

Non-parent role
model

↓

↓
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↓

Peer role model

↓

↓

↓

Use of time (sports)

↓

↓

↓

Use of time (religion)

↓

↓

↓

Community
involvement

↓

↓

↓

Coping skills

↓

Every study in the Body of Evidence demonstrates a decrease in a high-risk behavior. While
none of the studies address the four specific high-risk behaviors individually, there are several
studies that address high-risk behaviors as a whole. The interventions are strong and have
positive effects that support the goal of each project.
ALC = alcohol use; DRG = drug use; HRB = health risk behavior; NE = not evaluated; STB =
suicidal thoughts and behaviors; TOB = tobacco use
Figure 8
Sample Size and Setting
1
Number 16
of
Studies
Sample
Size

2

3

4

5

6

7

8

13

70

17

6

N/A

N/A N/A

N=
unknown unknown N =
N=
N = 25 N =
190K
23,098 1176 schools 85

9

10

11

N/A

N/A

N/A N/A N/A

N=
N=
N=
N= N=
5305 1255 1350 129 46

The body of evidence demonstrates a wide range of size in populations evaluated. This illustrates
that many different evaluations were completed with different types and sizes of groups. The
interventions work across multiple scenarios and settings with different sample sizes.
Figure 9
Number of Variables and Data Analysis Used
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12

13

N=
12

DA

OR OR OR OR Cohen’s OR Frequency N&B MR OR ppCA
d
&%
value value

The number of variables demonstrates that in the majority of the research in the body of evidence
(11/13 articles) there were more than two variables compared. This gives depth to the body of
evidence. The data analysis row illustrates that in 11/13 articles, statistics were used to measure
results of interventions, also lending credibility to the body of evidence.
CA = content analysis without statistics; DA = data analysis used; DV = dependent variable; IV
= independent variable; MR = multinomial regression; N&B = Nunnally and Bernstein’s 1994
formula; OR = odds ratio;
Figure 10
Ethics
1 2 3 4 5 6
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11

12

1
3

IRB
N N N N N Y
requi
re

Y

Unknow
n

Y

Y

Y

Y

N

IRB
done

Y – full
IRB
appro
val
and
appro
val
from
school
distric
t Dept.
of
Resear
ch

N–
Permissi
on
granted
by
schools,
adolesce
nts, and
parents

Y–
Universi
ty Ethics
Commit
tee for
Health
and
Human
Services

Y–
Univers
ity of
Oklaho
ma
Health
Science
s
Center

Y – IRB as
well as
parent/guar
dian and
adolescent
consent

YN
UCL
A

N N N N N Y–
Approv
ed by
Royal
Childre
n’s
Hospital
ethics
commit
tee

In both the RCTs and Cohort studies 5/6 had full approval through an IRB. In article number 8,
permission was granted, but no IRB was specifically named. The entire body of evidence seems
to be ethically sound.
IRB – Institutional Review Board; UCLA = University of California, Los Angeles
1 = Marraccini, et al. (2017); 2 = Jackson, et al. (2012); 3 = MacArthur, et al. (2018); 4 =
Pandey, et al. (2018); 5 = Carney, et al. (2016); 6 = Patton, et al. (2006); 7 = Fishbein, et al.
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(2016); 8 = Schwartz, et al. (2010); 9 = Brooks, et al. (2012); 10 = Oman, et al. (2004); 11 =
Opperman, et al. (2015); 12 = Telzer, et al. (2015); 13 = Prince, et al., (2015)
Appendix B
Figure 1

CINAHL Search

Figure 2
PUBMED Search
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Figure 3
Cochrane Search
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Appendix C
Rapid Critical Appraisal Questions for Systematic Reviews & Meta-analyses
of Clinical Interventions Question – School Connectedness
VALIDITY
1. Are the results of the review valid?
a. Are the studies contained in the review randomized
controlled trials? “a random effects model” and “a fixed effects

Yes

No

Unknow
n

Yes

No

c. Does the review include a detailed description of the search Yes
strategy to find all relevant studies?
d. Does the review describe how validity of the individual
Yes
studies was assessed (e.g., methodological quality,
including the use of random assignment to study groups and
complete follow-up of the participants)? Partially. This is

No

Unknow
n
Unknow
n
Unknow
n

model” were used.

b. If not, were all relevant studies included in the review?

No

slightly vague. Pages 5-9 seem most relevant.

e. Were the results consistent across studies?

Yes

f. Were individual patient data or aggregate data used in the
analysis? Pooled data
g. Does the review include a description of how studies were
compared using statistical analysis?

Individual Aggregate
Yes

RELIABILITY
2. What were the results?
a. How large is the intervention or treatment effect (OR, RR, effect
size)?

b. How precise is the intervention or treatment (CI)?
APPLICABILITY
3. Will the results assist me in caring for my patients?
a. Are my patients similar to the ones included in the review?

No

Unknow
n

No

Unknow
n

The studies together
resulted in a
statistically
significant effect
size of OR = 0.536
95% 0.46 p < .00001

Yes

No

b. Is it feasible to implement the findings in my practice setting?

Yes

No

a. Do the pooled or combined results of the studies support the

Yes

No

Yes

No

Yes

No

hospital’s values and goals of service delivery? (i.e., is it
feasible to implement the findings in my practice setting?)
c. Were all clinically important outcomes considered, including
risks and benefits of the treatment?
d. What is my clinical assessment of the patient and are there any
contraindications or circumstances that would inhibit me from
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Unknow
n
Unknow
n
Unknow
n
Unknow
n
Unknow
n

implementing the treatment? (The study excluded patients considered
risky, in child welfare, reporting bullying, residing in high-risk neighborhoods
and being sexually active, being a sexual minority or LGBT youth)

e. What are my patient’s and his or her family’s preferences and
Yes
No
Unknow
values about the treatment that is under consideration?
n
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? Educational programs (what I would like to teach) can affect multiple high-risk
behaviors.
If yes, why? There is evidence that interventions (educational programs) can impact on multiple
risk behaviors.
If no, why not?

Additional Comments/Reflections:
I understand why the study excluded those the authors felt were at higher risk of STBs. I would not want to exclude
anyone from my scholarly project, but I need to start considering what to do with the potential for outcry i.e.,
Referral for professional assessment/parent involvement, authorities.

Recommendation for article use within a body of evidence:
I plan to use this article.
© 2005 Fineout-Overholt & Melnyk. This form may be used for educational, practice change & research purposes
without permission.

General Appraisal Overview for All Studies – School Connectedness
Date: 01/30/20
Reviewer: Kristin Hudson
Article Citation (APA): Marraccini, M. E. & Brier, Z. (2017). School connectedness and
suicidal thoughts and behaviors: A systematic meta-analysis. School psychology quarterly: the
official journal of the Division of School Psychology, American Psychological Association,
32(1), 5–21. doi:10.1037/spq0000192
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “investigate the literature exploring the
associations between school connectedness and suicidal thoughts and behaviors (STB)
across general and sub-populations (high risk and sexual minority youth) using a random
effects model.”

• Study Design: Meta-analysis

•

General Description of Study: Multiple meta-analyses to explore the influence of school
connectedness with suicidal thoughts and behaviors
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Research Question(s) or Hypotheses: Is there an inverse relationship between adolescent
school connectedness and STB?

Study Aims: To determine the influence of measurement and variation on the association
between school connectedness and STB in adolescents.

Sampling Technique, Sample Size & Characteristics: Search of 3 databases with 1,169 titles
identified. 47 articles were reviewed. 19 publications and 16 samples were included in the
study. The samples exampled any form of suicidal thoughts and behaviors (STBs). The 16
samples contained between 185,088-191,156 participants.
Major Variables Studies:

• Independent Variable: school connectedness
• Dependent (outcome) Variable(s): Suicidal thoughts and/or behaviors
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): This article only addresses one of the high-risk behaviors – STBs.
However, it demonstrates a strong correlation between school connectedness in adolescents
and a decrease in STBs.
Question: Can interpersonal relationship training improve connectedness in adolescents’ lives?

© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Systematic Reviews & Meta-analyses
of Clinical Interventions Question: Interventions to prevent substance use and risky
behavior
VALIDITY
1. Are the results of the review valid?
a. Are the studies contained in the review randomized
controlled trials? The studies included are randomized and nonrandomized, but all are controlled trials.
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Yes

No

Unknow
n

b. If not, were all relevant studies included in the review?

Yes

No

c. Does the review include a detailed description of the search Yes
strategy to find all relevant studies?
d. Does the review describe how validity of the individual
Yes
studies was assessed (e.g., methodological quality,
including the use of random assignment to study groups and
complete follow-up of the participants)?
e. Were the results consistent across studies? The review included Yes

No
No

No

programs across different domains.

f. Were individual patient data or aggregate data used in the
analysis?
g. Does the review include a description of how studies were
compared using statistical analysis?

APPLICABILITY
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Unknow
n

Individual Aggregate
Yes

RELIABILITY
2. What were the results?
a. How large is the intervention or treatment effect (OR, RR, effect
size)?

b. How precise is the intervention or treatment (CI)?

Unknow
n
Unknow
n
Unknow
n

No

There are numerous
results (too many to
list here) but the
most relevant
include: “Past 90day smoking” was
significantly reduced
in the intervention
group (p=0.002);
“Past month
smoking”
intervention group 2
significantly reduced
(p < 0.05); “Alcohol
misuse” significantly
reduced in
intervention group (p
< 0.05);”Past 90
days illicit drug use”
significantly reduced
in intervention group
(p < 0.05); “Past 30
days cannabis use”
significantly reduced
in intervention group
(p < 0.05)
It describes the 18
different programs
implemented across
the studies. The
results are listed for
each measure in a
few of the studies.

Unknow
n

3. Will the results assist me in caring for my patients?
a. Are my patients similar to the ones included in the review?
b. Is it feasible to implement the findings in my practice setting?

Yes

No

Yes

No

b. Do the pooled or combined results of the studies support the

Unknow
n
Unknow
n
Unknow
n

Yes
No
hospital’s values and goals of service delivery? (i.e., is it
feasible to implement the findings in my practice setting?)
c. Were all clinically important outcomes considered, including
Yes
No
Unknow
risks and benefits of the treatment?
n
d. What is my clinical assessment of the patient and are there any
Yes
No
Unknow
contraindications or circumstances that would inhibit me from
n
implementing the treatment?
e. What are my patient’s and his or her family’s preferences and
Yes
No
Unknow
values about the treatment that is under consideration?
n
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? Educational programs (what I would like to teach) can affect multiple high-risk
behaviors.
If yes, why? There is evidence that interventions (educational programs) can impact on multiple
risk behaviors.
If no, why not?

Additional Comments/Reflections:
This review contains a valuable table with a brief description of 18 different types of programs implemented and
how they impacted high risk behavior.

Recommendation for article use within a body of evidence:
I plan to use the table to help decide what kind of program to implement at Boys Girls Club.
© 2005 Fineout-Overholt & Melnyk. This form may be used for educational, practice change & research purposes
without permission.

General Appraisal Overview for All Studies: Interventions to prevent
substance use and risky behavior
Date: 01/28/20
Reviewer: Kristin Hudson
Article Citation (APA): Jackson, C., Geddes, R., Haw, S., & Frank, J. (2012). Interventions to
prevent substance use and risky sexual behavior in young people: a systematic review.
Addiction, 107(4), 733–747. https://doi-org.ezproxy.uttyler.edu/10.1111/j.13600443.2011.03751.x
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
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Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “examine the effects of interventions
implemented up to 18 years of age for the primary or secondary prevention of multiple
risk behaviors among young people”

• Study Design: Systematic review
•

General Description of Study: From1129 papers, 18 experimental studies met the
inclusion criteria, 13 of which were assigned a strong or moderate quality rating.

Research Question(s) or Hypotheses: This article addresses whether or not education and
interventions across multiple domains (individual and peer, family, school, community)
reduces high risk behaviors in adolescents.

Study Aims: to identify and assess the effectiveness of experimental studies of interventions
that report on multiple risk behavior outcomes in young people.

Sampling Technique, Sample Size & Characteristics: Search of 3 databases. Reference lists of
identified papers were perused for additional studies, and relevant studies already known to the
authors were included. Expert colleagues within this field were contacted. Experimental or
quasi-experimental studies that evaluated programs reporting on alcohol, tobacco or illicit drug
use and risky sexual behavior outcomes during adolescence or young adulthood were sought.
There were randomized and non-randomized controlled trials.
Major Variables Studies:

• Independent Variable: interventions across multiple domains such as school
connectedness, academic achievement, family-parent connectedness, self-esteem,
peer norms, peer and parenting.
• Dependent (outcome) Variable(s): Four of the primary behaviors – 1) alcohol use, 2) drug
use, 3), tobacco use and 4) risky sexual behavior
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): I like that this review establishes the benefit of addressing multiple
domains of influence on risk behavior. The findings indicate a reduction of smoking, alcohol
use, and cannabis use. It does not address self-harm/bullying/suicide attempts.
Alert – there is a comprehensive table summarizing the findings of 18 educational programs.
This could be a solid resource for the type of program I want to implement at Boys Girls Club.
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© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Systematic Reviews & Meta-analyses
of Clinical Interventions Question: Targeting multiple risk behaviors
VALIDITY
1. Are the results of the review valid?
a. Are the studies contained in the review randomized
controlled trials?
b. If not, were all relevant studies included in the review?

Yes

No

Yes

No

c. Does the review include a detailed description of the search Yes
strategy to find all relevant studies?
d. Does the review describe how validity of the individual
Yes
studies was assessed (e.g., methodological quality,
including the use of random assignment to study groups and
complete follow-up of the participants)?
e. Were the results consistent across studies?
Yes

No

f. Were individual patient data or aggregate data used in the
analysis?
g. Does the review include a description of how studies were
compared using statistical analysis?

No

Unknow
n

Individual Aggregate
Yes

RELIABILITY
2. What were the results?
a. How large is the intervention or treatment effect (OR, RR, effect
size)?
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No

Unknow
n
Unknow
n
Unknow
n
Unknow
n

No

Tobacco use: OR
0.77, 95%,CI
0.60 to 0.97, n =
9 studies with
15,354
participants
Alcohol use: OR
0.72, 95%, CI
0.56 to 0.92, n =
8 studies with
8751 participants
Drug use: OR
0.74, 95%, CI
0.55 to 1.00, n =
5 studies with
11,058
participants

Unknow
n

b. How precise is the intervention or treatment (CI)?

APPLICABILITY
3. Will the results assist me in caring for my patients?
a. Are my patients similar to the ones included in the review?

Antisocial
behavior: OR
0.81,95%, CI
0.66 to 0.98, n =
13 studies with
20,756
participants
Tobacco and
alcohol were
“moderatequality”
evidence.
Drug use was
“low-quality
evidence.
Antisocial
behavior was
“very low
evidence”.

Yes

No

b. Is it feasible to implement the findings in my practice setting?

Yes

No

c. Do the pooled or combined results of the studies support the

Yes

No

Unknow
n
Unknow
n
Unknow
n

hospital’s values and goals of service delivery? (i.e., is it
feasible to implement the findings in my practice setting?)
c. Were all clinically important outcomes considered, including
Yes
No
Unknow
risks and benefits of the treatment?
n
d. What is my clinical assessment of the patient and are there any
Yes
No
Unknow
contraindications or circumstances that would inhibit me from
n
implementing the treatment?
e. What are my patient’s and his or her family’s preferences and
Yes
No
Unknow
values about the treatment that is under consideration?
n
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? I would implement education that teaches interpersonal skills and addresses risks.
If yes, why? There is evidence that education reduces risk.
If no, why not?

Additional Comments/Reflections:
“It is important to note that some evidence supported the positive effects of universal school-level interventions on
three or more risk behaviors” (McArthur, et al., 2018). This is exactly the sort of article I need to support my
intervention of education to combat high risk behavior.

Recommendation for article use within a body of evidence:
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I plan to use the statistics to support the intervention.
© 2005 Fineout-Overholt & Melnyk. This form may be used for educational, practice change & research purposes
without permission.

General Appraisal Overview for All Studies: Targeting multiple risk
behaviors
Date: 01/27/20
Reviewer: Kristin Hudson
Article Citation (APA): MacArthur, G., Caldwell, D., Redmore, J., Watkins, S., Kipping, R.,
White, J., … Campbell. R,. Individual‐, family‐, and school‐level interventions targeting
multiple risk behaviors in young people. Cochrane Database of Systematic Reviews 2018,
Issue 10. Art. No.: CD009927. DOI: 10.1002/14651858.CD009927.pub2.
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “examine the effects of interventions
implemented up to 18 years of age for the primary or secondary prevention of multiple
risk behaviors among young people”

• Study Design: Systematic review

•

General Description of Study A review of 70 eligible studies aimed to prevent four of the
primary behaviors including alcohol use, drug, use, antisocial behavior, and tobacco use.

Research Question(s) or Hypotheses: This article addresses whether or not education reduces
high risk behaviors in adolescents.

Study Aims: to prevent four primary behaviors alcohol use (n=55), drug use (n=53, and/or
antisocial behavior (n=53, followed by tobacco (n=42). There were no studies aimed to
prevent self-harm.

Sampling Technique, Sample Size & Characteristics: Search of 11 databases on three
occasions and conducted hand searches of reference lists, contacted experts in the field,
conducted citation searches, and searched websites of relevant organizations. Included RCTs
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and cluster RCTs that addressed at least two risk behaviors. Included only studies with
combined intervention and follow up of 6 months or longer.
Major Variables Studies:

• Independent Variable: school-based intervention
• Dependent (outcome) Variable(s): Four of the primary behaviors – 1) alcohol use,
2) drug use, 3) antisocial behavior, and 4) tobacco use
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): OR and CI indicate that universal school-based interventions have an
impact on tobacco, alcohol, and drug use in adolescents, but no impact on antisocial behavior.
This does not address self-harm/bullying/suicide attempts.

© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Systematic Reviews & Meta-analyses
of Clinical Interventions Question (Self-regulation interventions)
VALIDITY
1. Are the results of the review valid?
a. Are the studies contained in the review randomized
controlled trials?
b. If not, were all relevant studies included in the review?

Yes

No

Yes

No

c. Does the review include a detailed description of the search Yes
strategy to find all relevant studies?
d. Does the review describe how validity of the individual
Yes
studies was assessed (e.g., methodological quality,
including the use of random assignment to study groups and
complete follow-up of the participants)?
e. Were the results consistent across studies?
Yes

No

f. Were individual patient data or aggregate data used in the
analysis?
g. Does the review include a description of how studies were
compared using statistical analysis?
RELIABILITY
2. What were the results?
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No

No

Unknow
n
Unknow
n
Unknow
n
Unknow
n

Unknow
n

Individual Aggregate
Yes

No

Unknow
n

a. How large is the intervention or treatment effect (OR, RR, effect
size)?

b. How precise is the intervention or treatment (CI)?

APPLICABILITY
3. Will the results assist me in caring for my patients?
a. Are my patients similar to the ones included in the review?

Intervention results:
Overall effect size
p< 0.001 using a
random effects
model favor the SR
group over the
control group.
Using a 95% CI, the
total is 0.42 favoring
the SR group over
the control group
with Social and
personal skills
intervention the
highest at 0.64

Yes

No

b. Is it feasible to implement the findings in my practice setting?

Yes

No

d. Do the pooled or combined results of the studies support the

Yes

No

Unknow
n
Unknow
n
Unknow
n

hospital’s values and goals of service delivery? (i.e., is it
feasible to implement the findings in my practice setting?)
c. Were all clinically important outcomes considered, including
Yes
No
Unknow
risks and benefits of the treatment?
n
d. What is my clinical assessment of the patient and are there any
Yes
No
Unknow
contraindications or circumstances that would inhibit me from
n
implementing the treatment?
e. What are my patient’s and his or her family’s preferences and
Yes
No
Unknow
values about the treatment that is under consideration?
n
Would you use the study results in your practice to make a difference in patient outcomes?
•

If yes, how?
I plan to use the statistics not only to support the intervention but to help shape
the type of training I want to provide in my project. Self-regulation may be the perfect fit for the
purpose of the project.

•

If yes, why? There is strong evidence that self-regulation training/education reduces risks and
improves outcomes.
If no, why not?

•

Additional Comments/Reflections: the highest success rates of self-regulation were from the
intervention that used social and personal skills training which seems very closely related to the type of
training I would like to provide through my scholarly project. This SR/MA is an excellent reference.

Recommendation for article use within a body of evidence: I will use not only the statistics,
but also the idea of self-regulation as the type of training I will provide to the adolescents in my
project.
.
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© 2005 Fineout-Overholt & Melnyk. This form may be used for educational, practice change & research purposes
without permission.

SR and MA Self-regulation
Date: 02/05/20
Reviewer: Kristin Hudson
Article Citation (APA): Pandey, A., Hale, D., Das, S., Goddings, A. L., Blakemore, S. J., &
Viner, R. M. (2018). Effectiveness of Universal Self-Regulation-Based Interventions in
Children and Adolescents: A Systematic Review and Meta-analysis. JAMA pediatrics, 172(6),
566–575. doi:10.1001/jamapediatrics.2018.0232
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “conduct a systematic review and
meta-analysis of rigorously evaluated interventions to improve self-regulation in children
and adolescents.”

• Study Design: Systematic review and meta-analysis
•

General Description of Study: Systematic review and meta-analysis of 49 randomized
clinical trials evaluating 50 self-regulation interventions.

Research Question(s) or Hypotheses:
What is the effectiveness of universal self-regulation-based interventions to improve selfregulation and affect health and social outcomes in children and adolescents?

Study Aims: Main outcomes and measures include self-regulation outcomes in children and
adolescents.

Sampling Technique, Sample Size & Characteristics: 8 databases were searched and a total of
14,369 records were screened. 147 were identified for full-text review and 49 studies reporting
50 interventions were included in the final review. 17 cluster randomized trials and 32
randomized clinical trials evaluation self-regulation interventions which included a total of
23,098 participants.
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Major Variables Studies:

• Independent Variable: 50 interventions across the categories of curriculum-based,
mindfulness and yoga, family-based, exercise-based and social/personal skills.

• Dependent (outcome) Variable(s): Improvement in self-regulation with academic
achievement, substance abuse, conduct disorders, social skills, depression, and
behavioral problems.
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): quantitative synthesis, descriptive statistics, inferential statistics, effect
size calculator, meta-analysis with a random-effects model, publication bias by a visual
inspection of funnel plots, subgroup analyses to check for heterogeneity.
© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Systematic Reviews & Meta-analyses
of Clinical Interventions Question: Substance-using adolescents
VALIDITY
1. Are the results of the review valid?
a. Are the studies contained in the review randomized
controlled trials?
b. If not, were all relevant studies included in the review?

Yes

No

Yes

No

c. Does the review include a detailed description of the search Yes
strategy to find all relevant studies?
d. Does the review describe how validity of the individual
Yes
studies was assessed (e.g., methodological quality,
including the use of random assignment to study groups and
complete follow-up of the participants)?
e. Were the results consistent across studies?
Yes

No

f. Were individual patient data or aggregate data used in the
analysis?
g. Does the review include a description of how studies were
compared using statistical analysis?

No

Unknow
n

Individual Aggregate
Yes

RELIABILITY
2. What were the results?
a. How large is the intervention or treatment effect (OR, RR, effect
size)?
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No

Unknow
n
Unknow
n
Unknow
n
Unknow
n

No

With brief
interventions there
was a significant
reduction in
frequency of alcohol
use (n = 242),

Unknow
n

b. How precise is the intervention or treatment (CI)?

APPLICABILITY
3. Will the results assist me in caring for my patients?
a. Are my patients similar to the ones included in the review?
b. Is it feasible to implement the findings in my practice setting?

alcohol abuse (n =
190), and
dependence (n =
190). BIs also
reduced cannabis
frequency (n = 181),
cannabis abuse (n =
181), and cannabis
dependence (n =
181).
Alcohol use 95% CI
-1.21 to -0.61
Alcohol abuse 95%
CI -0.7 to -0.07
Alcohol dependence
95% -0.9 to -0.26
Cannabis frequency
95% -0.75 to -0.36
Cannabis abuse 95%
-0.95 to -0.29
Cannabis
dependence 95% 1.30 to -0.63

Yes

No

Yes

No

e. Do the pooled or combined results of the studies support the

Unknow
n
Unknow
n
Unknow
n

Yes
No
hospital’s values and goals of service delivery? (i.e., is it
feasible to implement the findings in my practice setting?)
c. Were all clinically important outcomes considered, including
Yes
No
Unknow
risks and benefits of the treatment?
n
d. What is my clinical assessment of the patient and are there any
Yes
No
Unknow
contraindications or circumstances that would inhibit me from
n
implementing the treatment?
e. What are my patient’s and his or her family’s preferences and
Yes
No
Unknow
values about the treatment that is under consideration?
n
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? I would implement education (much more thorough than the school-based brief
intervention) that teaches interpersonal skills and addresses high risk behaviors including
substance abuse.
If yes, why? There is evidence that education (intervention) reduces risk.
If no, why not?
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Additional Comments/Reflections:
Brief interventions include educational programs that were up to four sessions in length. Delivery was individual or
group face-to-face feedback across high schools and some colleges. In one study, the brief interventions
significantly reduced alcohol abuse, cannabis frequency and cannabis abuse and dependence symptoms.
Caution: there was no blinding of the adolescents and the total number of adolescents and events is relatively small.

Recommendation for article use within a body of evidence:
I plan to use the statistics to support the intervention.

© 2005 Fineout-Overholt & Melnyk. This form may be used for educational, practice change & research purposes
without permission.

General Appraisal Overview for All Studies: Substance-using
adolescents
Date: 02/04/20
Reviewer: Kristin Hudson
Article Citation (APA): Carney, T., Myers, B., Louw, J. & Okwundu, C. (2016). Brief schoolbased interventions and behavioral outcomes for substance-using adolescents. Cochrane
Database of Systematic Reviews 1: CD008969
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “evaluate the effectiveness of brief
school-based interventions in reducing substance use and other behavioral outcomes
among adolescents compared to another intervention or assessment-only condition.”

• Study Design: SR
•

General Description of Study: The studies compare brief intervention programs with two
major kinds of comparison or control groups. Group 1 is information only. Group 2 is
assessment only without information.
Research Question(s) or Hypotheses: Do brief school-based interventions have an effect on
substance misuse in adolescents?

Study Aims: To determine whether or not brief interventions(BIs) are effective against
problem behaviors
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Sampling Technique, Sample Size & Characteristics: Searched 10 databases and six websites.
Contacted authors and organizations to identify additional studies. Included 6 trials with 1176
adolescents and measured outcomes at different time periods.
Major Variables Studies:

• Independent Variable: brief interventions
• Dependent (outcome) Variable(s): Substance misuse 1. Alcohol 2. Cannabis
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): SMD showed moderate-quality evidence that BIs did not have a
significant effect on substance-abuse outcomes at short-, medium-, and long-term follow-up.
Probably not efficacious in reducing substance use or delinquent behavior.
© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Randomized Clinical Trials (RCT)
Social Inclusion
VALIDITY
1. Are the results of the study valid?
a. Were the participants randomly assigned to
Yes
No
Unknown
the experimental and control groups?
Randomly assigned at the school district
level but interventions and analyses were at
individual school level.
b. Was random assignment concealed from the
individuals who were first enrolling
participants into the study?

Yes

No

Unknown

c. Were the participants and providers blind to
the study group? The intervention involved
teaching curriculum to the intervention group
and not teaching it to the control group. I
cannot tell if participants and providers were
blind, but the teachers involved in teaching
could not be unaware. ?

Yes

No

Unknown

d. Were reasons given to explain why
participants did not complete the study?

Yes

No

Unknown

68

e. Were the follow-up assessments conducted
long enough to fully study the effects of the
intervention?

Yes

No

Unknown

f. Were the participants analyzed in the group
to which they were randomly assigned?

Yes

No

Unknown

g. Was the control group appropriate?

Yes

No

Unknown

h. Were the instruments used to measure the
outcomes valid and reliable?

Yes

No

Unknown

i. Were the participants in each of the groups
similar on demographic and baseline clinical
variables?

Yes

No

Unknown

RELIABILITY
2. What are the results?
a. How large is the intervention or treatment
effect (NNT, NNH, effect size)?

b. How precise is the intervention or treatment
(CI)?

12 intervention schools with students
reporting n = 1343, 1158, 966 at each 2year mark. 14 control schools with
students reporting n = 1203, 1428, 1497 at
each 2-year mark.
Difference between intervention and
control groups for any health risk
behavior is -4.6 with a 25% reduction in
the intervention group. There was a lower
risk of behavioral problems in students in
the intervention group.

APPLICABILITY
3. Will the results help me in caring for my patients?
a. Were all clinically important outcomes
Yes
No
Unknown
measured?
b. What are the risks and benefits of the
There are no risks. Benefits include the
treatment?
potential for a decrease in health risk
behavior and an increase in well-being.
c. Is the treatment feasible in my clinical
Yes
No
Unknown
setting?
d. What are my patient’s/family’s values and
I suspect any students involved in my
expectations for the outcome that is trying to project (and their parents by giving
be prevented and the treatment itself?
permission) expect positive outcomes on
health and well-being specific to decision
making, communication skills, problem
solving, and connectedness.

Would you use the study results in your practice to make a difference in patient outcomes?
• If yes, how? I can use this study as a reference tool to implement some sort of training to
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•

•

adolescents that will improve well-being and reducing health risk behaviors.
If yes, why? “Given the effects of adolescent-initiated health risk behaviors on health
later in life, reductions of this kind could have major public health benefits if the
approach were adopted broadly (Patton, et al., 2006).
If no, why not?

Additional Comments/Reflections: The intervention group had lower rates of
substance use, antisocial behavior and early initiation of sexual intercourse
compared with the control group.

Recommendation for article use within a body of evidence: I will use this RCT in my BOE.
RCT Promoting social inclusion
Date: 02/05/20
Reviewer: Kristin Hudson
Article Citation (APA): Patton GC, Bond L, Carlin JB, et al. Promoting social inclusion in
schools: a group-randomized trial of effects on student health risk behavior and well-being.
Am J Public Health. 2006; 96(9):1582–1587. doi:10.2105/AJPH.2004.047399
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “to test the efficacy of an intervention
that was designed to promote social inclusion and commitment to education, in reducing
among student’s health risk behaviors and improving emotional well-being.”

• Study Design: RCT
•

General Description of Study: Cluster randomized trial in 25 schools with 8th grade
students (ages 13-14 years) and a 4-year follow up. Three cross-sectional surveys in the
participating schools conducted at 2-year intervals.
Research Question(s) or Hypotheses: Is the intervention known as The Gatehouse Project,
designed as a structured process to promote a sense of social inclusion and connection,
effective in reducing health risk behaviors and improving emotional well-being?
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Study Aims: To promote a sense of social inclusion and connection in school building on the
principles of the Health Promoting Schools Project.

Sampling Technique, Sample Size & Characteristics: 12 intervention schools with student
reporting size of n = 1343/1158/966 at the three reporting periods. 14 control schools with
student reporting size of n = 1203/1428/1497 at three reporting periods.
Major Variables Studies:

• Independent Variable: interventions to promote well-being and social inclusion
• Dependent (outcome) Variable(s): reduction in health risk behaviors and
improvement in emotional well-being
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): All analyses were conducted using an intention to treat principle with
interventions categorized dichotomously. To control for confounding effects, logistic and
ordinal multiple regression models were used.
© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Randomized Clinical Trials (RCT)
Yoga Intervention
VALIDITY
1. Are the results of the study valid?
a. Were the participants randomly
Yes
No
Unknown
assigned to the experimental and
control groups?
b. Was random assignment concealed
from the individuals who were first
enrolling participants into the study?
Not possible in this study

Yes

No

Unknown

c. Were the participants and providers
blind to the study group? The
intervention involved teaching
curriculum to the intervention group
and not teaching it to the control
group.

Yes

No

Unknown

d. Were reasons given to explain why
participants did not complete the
study?

Yes

No

Unknown
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e. Were the follow-up assessments
conducted long enough to fully study
the effects of the intervention?

Yes

No

Unknown

f. Were the participants analyzed in the
group to which they were randomly
assigned?

Yes

No

Unknown

g. Was the control group appropriate?

Yes

No

Unknown

h. Were the instruments used to measure
the outcomes valid and reliable?

Yes

No

Unknown

i. Were the participants in each of the
groups similar on demographic and
baseline clinical variables?

Yes

No

Unknown

RELIABILITY
2. What are the results?
a. How large is the intervention or
treatment effect (NNT, NNH, effect
size)?

Marginally significant differences were found
including a decrease in frequency of alcohol use
for the treatment group, a conventionally
significant increase in social skills in the
intervention group,
It is not reported with CI. There is p < .10

b. How precise is the intervention or
treatment (CI)?
APPLICABILITY
3. Will the results help me in caring for my patients?
a. Were all clinically important
Yes
No
Unknown
outcomes measured?
b. What are the risks and benefits of the There are no risks. Benefits include the potential
treatment?
for a decrease in health risk behavior (alcohol
use) and an increase in well-being. Increased
social skills.
c. Is the treatment feasible in my clinical Yes
No
Unknown
setting?
d. What are my patient’s/family’s values I suspect any students involved in my project
and expectations for the outcome that
(and their parents by giving permission) expect
is trying to be prevented and the
positive outcomes on health and well-being
treatment itself?
specific to decision making, communication
skills, problem solving, and connectedness.

Would you use the study results in your practice to make a difference in patient outcomes?
• If yes, how? I can use this study as a reference tool to implement some sort of training to
adolescents that will improve well-being and reducing health risk behaviors.
• If yes, why? Yoga decreased problem outcomes and enhanced positive outcomes. It made
students feel calmer and less stressed. Mindfulness encouraged prosocial behaviors.

72

•

If no, why not?

Additional Comments/Reflections: This article references Mindfulness-Based
Stress Reduction (MBSR) program which includes a yoga component. I will keep
this in mind as I pick curriculum for my project.

Recommendation for article use within a body of evidence: I will use this RCT in my BOE.
RCT Yoga intervention
Date: 02/06/20
Reviewer: Kristin Hudson
Article Citation (APA): Fishbein, D., Miller, S., Herman-Stahl, M., Williams, J., Lavery, B.,
Markovitz, L., Johnson, M. (2016). Behavioral and psychophysiological effects of a yoga
intervention on high-risk adolescents: A randomized control trial. Journal of Child and Family
Studies, 25(2), 518–529. https://doi-org.ezproxy.uttyler.edu/10.1007/s10826-015-0231-6
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “conduct a pilot randomized control
trial to test whether a mindful yoga intervention had a beneficial impact on substance use
and its psychological and psychophysiological correlates in high-risk adolescents.”

• Study Design: RCT
•

General Description of Study: 20-session mindful yoga intervention for adolescents
attending a school for students at high-risk. The 50-minute classes were offered three
times a week.
Research Question(s) or Hypotheses: Students assigned to the yoga intervention condition
would report reduced substance use (alcohol, marijuana, and illicit drugs), improvements in
cognitive and affective processes such as mindfulness, mood, and self-regulation and that there
would be improved psychophysiological responses to stress.

Study Aims: To determine if yoga is an effective intervention to reduce high-risk behavior in
adolescents.
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Sampling Technique, Sample Size & Characteristics: Study was implemented in a
nontraditional, public school for grades 9-12 in a mid-sized city for students who had not
succeeded in traditional school and were at risk for dropping out. Three cohorts were recruited
(two from the high school and one from the middle school). Sample included 85 students.
Within each cohort students were randomly assigned to either the yoga intervention or not.
Major Variables Studies:

• Independent Variable: yoga, mindfulness, meditation
• Dependent (outcome) Variable(s): reduction in high-risk behaviors and
improvement in emotional well-being
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): Multi-rater (student, teacher), multi-method (survey, cognitive,
psychophysiological) data were collected before and after the 20-session yoga curriculum. A
multi-level model equivalent to a two time-point longitudinal growth model was used to
estimate the impact of the mindfulness yoga intervention on students.
© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Cohort Studies: Promotion as
Prevention

VALIDITY

1. Are the results of the study valid?
a. Was there a representative and well-defined sample of
patients at a similar point in the course of the disease?

Yes

No

Unknown

b. Was follow up sufficiently long and complete?

Yes

No

Unknown

c. Were objective and unbiased outcome criteria used?

Yes

No

Unknown

d. Did the analysis adjust for important prognostic risk factors and
confounding variables?

Yes

No

Unknown

Comments:
RELIABILITY
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2. What are the results?
a) What is the magnitude of the relationship between
predictors (i.e., prognostic indicators) and targeted
outcome?
The relationship between indicators and
outcome is strong.

b) How likely is the outcome event(s) in a specified period of time?
c)

How precise are the study estimates?
self-reporting of adolescents.
APPLICABILITY

Very likely

Precise considering

3. Will the results help me in caring for my patients?
a. Were the study patients similar to my own?

Yes

No

Unknown

b. Will the results lead directly to selecting or avoiding therapy?

Yes

No

Unknown

c. Are the results useful for reassuring or counseling patients?

Yes

No

Unknown

Comments: “Selecting or avoiding therapy” does not directly apply. My interest in this study is the
outcome related to the 5 C’s that serve as prevention against initiation of high-risk behaviors in
adolescence.
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? I would like to try to encourage development of the 5 C’s.
If yes, why? The study demonstrates that the 5 C’s serve as a protective factor from alcohol and
drug use.
If no, why not?

Additional Comments/Reflections: Limitations of study include adolescent selfreporting.
Recommendation for article use within a body of evidence: I want to use this study to promote
identification and use of the 5 C’s in adolescents.
© Fineout-Overholt & Melnyk, 2009 This form may be used for educational, practice change & research purposes
without permission

Multi-cohort Promotion as Prevention
Date: 02/13/20
Reviewer: Kristin Hudson
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Article Citation (APA): Schwartz, S. J., Phelps, E., Lerner, J. V., Huang, S., Brown, C. H.,
Lewin-Bizan, S., Li, Y., & Lerner, R. M. (2010). Promotion as prevention: Positive youth
development as protective against tobacco, alcohol, illicit drug, and sex initiation. Applied
Developmental Science, 14(4), 197–211. https://doiorg.ezproxy.uttyler.edu/10.1080/10888691.2010.516186
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “examine the association of positive
youth development (PYD) with the likelihood of tobacco, alcohol, marijuana, hard drug,
and sex initiation between 5th and 10th grades.”

• Study Design: Multi-cohort study
•

General Description of Study: Volunteer sample questionnaire at multiple points over
several years

Research Question(s) or Hypotheses: Does positive youth development protect against or
delay initiation of substance use and sexual activity?

Study Aims:
To address the gap in literature regarding the effects of positive youth development on
initiation of engagement in drug/alcohol use and unsafe sex behavior.

Sampling Technique, Sample Size & Characteristics: Data were taken from the 4-H Study of
Positive Youth Development, a longitudinal study of PYD. The initial cohort of participants
was recruited in 2002 from schools in 13 states. Assessments were conducted annually. The
sample for the present analyses is 5,305 adolescents (60.3% female, 39.4% male). The study
used a multiple-cohort design, where a new cohort of participants is added at each time point.
Data were collected at 18 schools and 82 after-school programs.
Major Variables Studies:

• Independent Variable: The 5 C’s: confidence, competence, character, caring, and
connection. Each “C” evaluates between 5-22 items.
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• Dependent (outcome) Variable(s): high risk behaviors
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): Nunnally and Bernstein’s (1994) formula was used for calculating the
reliability of the composite scores

© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Cohort Studies: Adolescent
multiple risk behavior UK study

VALIDITY
1.Are the results of the study valid?
a. Was there a representative and well-defined sample of
patients at a similar point in the course of the disease?

Yes

No

Unknown

b. Was follow up sufficiently long and complete? N/A

Yes

No

Unknown

c. Were objective and unbiased outcome criteria used?

Yes

No

Unknown

d. Did the analysis adjust for important prognostic risk factors and
confounding variables?

Yes

No

Unknown

Comments:
RELIABILITY
2.What are the results?

a) What is the magnitude of the relationship between
predictors (i.e., prognostic indicators) and targeted
outcome?
The relationship between indicators and
outcome is strong.

b) How likely is the outcome event(s) in a specified period of time?
c)

How precise are the study estimates?
self-reporting of adolescents.
APPLICABILITY

Likely

Precise considering
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3.Will the results help me in caring for my patients?
a. Were the study patients similar to my own?

Yes

No

Unknown

b. Will the results lead directly to selecting or avoiding therapy?

Yes

No

Unknown

c. Are the results useful for reassuring or counseling patients?

Yes

No

Unknown

Comments: “Selecting or avoiding therapy” does not directly apply. My interest in this study is the
outcome related to the 4 assets that promote healthy behaviors related to alcohol and drug use in
adolescence.
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? I would like to try to encourage development of the 4 assets.
If yes, why? The study demonstrates that the 4 assets serve as a protective factor from alcohol
and drug use.
If no, why not?

Additional Comments/Reflections: Limitations of study include adolescent selfreporting.
Recommendation for article use within a body of evidence: I want to use this study to promote
identification and use of the 4 assets in adolescents.
© Fineout-Overholt & Melnyk, 2009 This form may be used for educational, practice change & research purposes
without permission

Cohort cross-sectional Adolescent multiple risk behavior UK
Date: 02/13/20
Reviewer: Kristin Hudson
Article Citation (APA): Brooks, F. M., Magnusson, J., Spencer, N., & Morgan, A. (2012).
Adolescent multiple risk behavior: an asset approach to the role of family, school and
community. Journal of Public Health, 34(suppl_1), i48-56.
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “contribute to assets-based research by
exploring whether and how key dimensions of social capital may be operating as
influential assets in relation to multiple risk behavior among young people.”
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• Study Design: Cohort cross sectional study

•

General Description of Study: Random sample questionnaire

Research Question(s) or Hypotheses: Can certain assets (sense of belonging, autonomy, social
networking, and social support) serve as a protective factor against high-risk behavior during
adolescence?

Study Aims: to focus attention on factors or health assets that might operate to protect and
mitigate against involvement in a clustering of high-risk behaviors such as substance abuse.
1. Identify the relative importance of risk and protective factors for involvement in low,
medium and high-risk behavior
2. Identify which assets are associated with protection against young people’s involvement
in risky behavior

Sampling Technique, Sample Size & Characteristics: A total of 1255 students (46% boys) aged
15 years were included in the analysis. Random sample of all secondary schools in England
was drawn. Questionnaires were distributed and completed during class time.
Major Variables Studies:

• Independent Variable: 4 youth assets: sense of belonging, autonomy, social
networking, and social support

• Dependent (outcome) Variable(s): high risk behavior
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): multinomial regression

© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Cohort Studies: Potential
Protective Effect

VALIDITY
1. Are the results of the study valid?
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a. Was there a representative and well-defined sample of
patients at a similar point in the course of the disease?

Yes

No

Unknown

b. Was follow up sufficiently long and complete? N/A

Yes

No

Unknown

c. Were objective and unbiased outcome criteria used?

Yes

No

Unknown

d. Did the analysis adjust for important prognostic risk factors and
confounding variables?

Yes

No

Unknown

Comments: controlled for youth age, gender, race/ethnicity. Controlled for relevant demographic
variables.
RELIABILITY
2.What are the results?
a. What is the magnitude of the relationship between
predictors (i.e., prognostic indicators) and targeted
outcome? The relationship between indicators and
outcome is strong.
b. How likely is the outcome event(s) in a specified period of time?

Very likely

c. How precise are the study estimates?
considering self-reporting of adolescents.
APPLICABILITY

Precise

3. Will the results help me in caring for my patients?
a. Were the study patients similar to my own?

Yes

No

Unknown

b. Will the results lead directly to selecting or avoiding therapy?

Yes

No

Unknown

c. Are the results useful for reassuring or counseling patients?

Yes

No

Unknown

Comments: “Selecting or avoiding therapy” does not directly apply. My interest in this study is the
outcome related to the 9 assets that promote healthy behaviors related to alcohol and drug use in
adolescence.
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? I would like to try to encourage development of the 9 assets.
If yes, why? The study demonstrates that the 9 assets serve as a protective factor from alcohol
and drug use.
If no, why not?
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Additional Comments/Reflections: Limitations of study include adolescent selfreporting.
Cohort Potential Protective Effect
Date: 02/12/20
Reviewer: Kristin Hudson
Article Citation (APA): Oman RF, Vesely S, Aspy CB, McLeroy KR, Rodine S, & Marshall
L. (2004). The potential protective effect of youth assets on adolescent alcohol and drug use.
American Journal of Public Health, 94(8), 1425–1430. https://doiorg.ezproxy.uttyler.edu/10.2105/AJPH.94.8.1425
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “examine the relationship between 9
youth assets and alcohol and drug use in a community sample of adolescents and their
parents.”

• Study Design: Cohort study

•

General Description of Study: Data were collected from 1350 randomly selected
households that had at least 1 parent and 1 adolescent. Interviews were conducted with a
computer-assisted data entry system. The adolescent self-administered the risk behavior
questionnaire by listening to tape-recorded items with headphones and entering responses
into the computer.
Research Question(s) or Hypotheses: Youth who had 1 or more of the assets would be
significantly less likely to engage in alcohol and drug use.

Study Aims: to show that an asset perspective emphasizes aspects of socialization that are
significant in adolescent development (e.g., family interaction, peer support, and school
environment).
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Sampling Technique, Sample Size & Characteristics: Households were randomly selected
from location in the inner-city areas of 2 Midwestern cities with populations of approximately
500,000 each. Youth (n = 1255) had mean age of 15.4.
52% were female. 48% were non-Hispanic White. 23% were non-Hispanic Black. 19% were
Hispanic. 10% were non-Hispanic Native American.
48% lived in 2-parent households. 66% lived in households with reported annual income less
than $35,000.
13% of the youth had parents who had not graduated from high school.

Major Variables Studies:

• Independent Variable: 9 youth assets
• Dependent (outcome) Variable(s): alcohol and drug use
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): Logistic regression

© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Cohort Studies: Connectedness
and Burdensomeness

VALIDITY
1.Are the results of the study valid?
a. Was there a representative and well-defined sample of
patients at a similar point in the course of the disease?

Yes

No

Unknown

b. Was follow up sufficiently long and complete?

Yes

No

Unknown

c. Were objective and unbiased outcome criteria used?

Yes

No

Unknown
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d. Did the analysis adjust for important prognostic risk factors and
confounding variables?

Yes

No

Unknown

Comments: relatively small sample size of 129 participants, possibility that results are influenced by
shared method variance due to self-reporting, cross sectional study.
RELIABILITY
2.What are the results?

d) What is the magnitude of the relationship between
predictors (i.e., prognostic indicators) and targeted
outcome?
The relationship between indicators and
outcome is strong.

e) How likely is the outcome event(s) in a specified period of time?

Very likely

f) How precise are the study estimates?

Precise considering

the limitations mentioned in comments above.
APPLICABILITY
3.Will the results help me in caring for my patients?
a. Were the study patients similar to my own?

Yes

No

Unknown

b. Will the results lead directly to selecting or avoiding therapy?

Yes

No

Unknown

c. Are the results useful for reassuring or counseling patients?

Yes

No

Unknown

Comments: “Selecting or avoiding therapy” does not directly apply. My interest in this study is the
outcome related to healthy peer relationships, promoting a sense of connectedness and identifying and
reducing a feeling of burdensomeness.
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? I would like to try to encourage supportive peer relationships through interpersonal
relationship training.
If yes, why? Connectedness through interpersonal relationships is a key aspect of thwarted
belongingness
If no, why not?

Additional Comments/Reflections: Limitations of study include small sample
size and adolescent self-reporting.
Recommendation for article use within a body of evidence: I want to use this study to promote
interpersonal relationship training to empower and strengthen connectedness during adolescence.
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© Fineout-Overholt & Melnyk, 2009 This form may be used for educational, practice change & research purposes
without permission

Recommendation for article use within a body of evidence: I want to use this study to promote
identification and use of the 9 assets in adolescents.
© Fineout-Overholt & Melnyk, 2009 This form may be used for educational, practice change & research purposes
without permission

Cohort study Connectedness and Burdensomeness
Date: 02/04/20
Reviewer: Kristin Hudson
Article Citation (APA): Opperman, K., Czyz, E., Gipson, P., & King, C. (2015).
Connectedness and Perceived Burdensomeness among Adolescents at Elevated Suicide Risk:
An Examination of the Interpersonal Theory of Suicidal Behavior. Archives of Suicide
Research, 19(3), 385-400.
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “examine the suicidal desire
component of the interpersonal theory of suicidal behavior among at-risk adolescents with
interpersonal problems. Specifically, to focus on connectedness and burdensomeness.

• Study Design: Cohort study
•

General Description of Study: 129 adolescents recruited from a general medical
emergency department who screened positive for bully victimization, bully perpetration,
or low interpersonal connectedness.
Research Question(s) or Hypotheses:
Independently examining the social connectedness domains of family, school, and peer
relationships, when paired with perceived burdensomeness, would yield significant
associations with suicidal ideation, in line with the interpersonal theory of suicidal behavior.

Study Aims:
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To determine whether the presence of low social connectedness (thwarted belongingness) in
combination with high perceived burdensomeness was a stronger predictor of suicidal ideation
than either construct alone.

Sampling Technique, Sample Size & Characteristics: Participants were recruited from
consecutive admissions at an urban medical ED in the Midwestern region of the US with
inclusion criteria as follows: ages 12-15, English speaking, residence within a defined area,
positive screen due to self-reported peer victimization, and/or low interpersonal
connectedness. Exclusion criteria as follows: history of suicide attempt, severe cognitive
impairment, in police custody, resident at a facility, participation in another study.
Major Variables Studies:

• Independent Variable: perceived burdensomeness and low connectedness
• Dependent (outcome) Variable(s): Suicidal ideations
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): Peer Experiences Questionnaire composed of two, nine-item scales,
Victimization of self and Victimization of others that measures relational and overt aggressive
behaviors taking into consideration the past four months.

© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Cohort Studies: Quality of Peer
Relationships

VALIDITY
1.Are the results of the study valid?
a. Was there a representative and well-defined sample of
patients at a similar point in the course of the disease?

Yes

No

Unknown

b. Was follow up sufficiently long and complete?

Yes

No

Unknown

c. Were objective and unbiased outcome criteria used?

Yes

No

Unknown

d. Did the analysis adjust for important prognostic risk factors and
confounding variables?

Yes

No

Unknown
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Comments: Confounding variables include amount of time adolescents spend with friends and earlier
conduct problems. Both were controlled.
RELIABILITY
2.What are the results?

g) What is the magnitude of the relationship between
predictors (i.e., prognostic indicators) and targeted
outcome?
There is a strong correlation between the
predictor and the outcome.

h) How likely is the outcome event(s) in a specified period of time?

Very likely

i) How precise are the study estimates?

They seem precise

APPLICABILITY
3.Will the results help me in caring for my patients?
a. Were the study patients similar to my own?

Yes

No

Unknown

b. Will the results lead directly to selecting or avoiding therapy?

Yes

No

Unknown

c. Are the results useful for reassuring or counseling patients?

Yes

No

Unknown

Comments: “Selecting or avoiding therapy” does not directly apply. My interest in this study is the
outcome related to healthy peer relationships, a feeling of support during adolescence, and risk-taking
behaviors.
Would you use the study results in your practice to make a difference in patient outcomes?
•
•
•

If yes, how? I would like to try to encourage supportive peer relationships through interpersonal
relationship training.
If yes, why? Supportive peer relationships are correlated to decreased conflict during
adolescence
If no, why not?

Additional Comments/Reflections: Limitations of study include small sample
size and wide range of behavior performance.

Recommendation for article use within a body of evidence: I want to use this study to promote
interpersonal relationship training to empower and strengthen supportive peer relationships in an effort
to reduce high risk behaviors and decrease the amount (or the perception) of conflict.
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© Fineout-Overholt & Melnyk, 2009 This form may be used for educational, practice change & research purposes
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Cohort study Quality of Adolescent Peer Relationships
Date: 02/04/20
Reviewer: Kristin Hudson
Article Citation (APA): Telzer, E., Fuligni, A., Lieberman, M., Miernicki, M., & Galván, A.
(2015). The quality of adolescents’ peer relationships modulates neural sensitivity to risk
taking. Social Cognitive and Affective Neuroscience, 10(3), 389-398.
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “understand how chronic levels of peer
conflict over a 2-year period relate to adolescent risk taking”.

• Study Design: Cohort study
•

General Description of Study: A 2-year, 3-wave longitudinal study to examine how
chronic levels of peer conflict relate to risk taking at the behavioral and neural level and
whether this is modified by high-quality peer relationships.
Research Question(s) or Hypotheses:
Chronic peer conflict is associated with increased risk taking behaviorally and heightened
affective neural response is present during risk-taking. This may be modified by adolescents’
reports of supportive friendships. Do high levels of peer support buffer or exacerbate the
association between peer conflict and neural sensitivity to risk taking?

Study Aims: To increase understanding about how the quality of peer relations impact
adolescent risk taking.

Sampling Technique, Sample Size & Characteristics: Participants were recruited through one
high school in the LA metropolitan area to participate in daily diary waves over 2 years of
high school after which they completed neuroimaging. 46 adolescents completed all data
collection.
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Major Variables Studies:

• Independent Variable: chronic peer conflict and supportive friendships
• Dependent (outcome) Variable(s): Risk taking behavior
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes):
© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
Rapid Critical Appraisal Questions for Qualitative Evidence: Contextualizing Change
Points
VALIDITY
1. Are the results of the study valid (i.e., trustworthy and credible)?
a. How were study participants chosen? Purposive sampling
b. How were accuracy and completeness of data assured? Analytic procedures were
followed, and three investigators coded the interviews independently using a consensus coding
process.
c. How plausible/believable are the results? very
i. Are implications of the research stated?
Yes
No
Unknown
1. May new insights increase sensitivity to others’ needs? Yes
No
Unknown
2. May understandings enhance situational competence?
Yes
No
Unknown
d. What is the effect on the reader? Solid study with helpful information
1. Are results plausible and believable?
Yes
No
Unknown
2. Is the reader imaginatively drawn into the experience?
Yes
No
Unknown
RELIABILITY
2. What were the results? Three reasons for increases in alcohol and five reasons for
decreases in alcohol use.
a. Does the research approach fit the purpose of the study?
Yes
No
Unknown
i. How does the researcher identify the study approach?
Yes
No
Unknown
1. Are language and concepts consistent with the
Yes
No
Unknown
approach?
2. Are data collection and analysis techniques
Yes
No
Unknown
appropriate?
ii. Is the significance/importance of the study explicit?
Yes
No
Unknown
1. Does review of the literature support a need for the
Yes
No
Unknown
study?
2. What is the study’s potential contribution? Increased understanding in risk-taking
behavior during adolescence.
iii. Is the sampling strategy clear and guided by study
Yes
No
Unknown
needs?
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1. Does the researcher control selection of the sample?
Yes
No
Unknown
2. Do sample composition and size reflect study needs?
Yes
No
Unknown
b. Is the phenomenon (human experience) clearly identified?
i. Are data collection procedures clear?
Yes
No
Unknown
1. Are sources and means of verifying data explicit?
Yes
No
Unknown
2. Are researcher roles and activities explained?
Yes
No
Unknown
ii. Are data analysis procedures described?
Yes
No
Unknown
1. Does analysis guide direction of sampling and when it
Yes
No
Unknown
ends?
2. Are data management processes described?
Yes
No
Unknown
c. What are the reported results (description or interpretation)?
i. How are specific findings presented? Graphic representation and coded analysis of
interviews
1. Is presentation logical, consistent, and easy to follow?
Yes
No
Unknown
2. Do quotes fit the findings they are intended to
Yes
No
Unknown
illustrate?
ii. How are overall results presented? As a qualitative study article
1. Are meanings derived from data described in context?
Yes
No
Unknown
2. Does the writing effectively promote understanding?
Yes
No
Unknown
APPLICABILITY
3. Will the results help me in caring for my patients?
a. Are the results relevant to persons in similar situations?
b. Are the results relevant to patient values and/or
circumstances?
c. How may the results be applied in clinical practice?

Yes
Yes

No
No

Unknown
Unknown

Would you use the study results in your practice to make a difference in patient outcomes?
• If yes, how? Assessing and identifying adolescents coping with stress places them at an increased risk
for using substances.
• If yes, why? This article suggests that positive youth development programs have the potential to
buffer risk and bolster protective factors to assist young people in delaying or decreasing their alcohol
consumption.
• If no, why not?
Additional Comments/Reflections:

Recommendation for article use within a body of evidence: I will use this in my BOE.
© Fineout-Overholt & Melnyk 2005. This form may be used for educational, practice change & research purposes
without permission.

Qualitative Contextualizing Change Points
Date: 02/12/20
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Reviewer: Kristin Hudson
Article Citation (APA): Prince, D. M., Adrian, M. C., Storer, H. L., Namkung, N., Thompson,
K., McCauley, E., & Vander Stoep, A. (2015). Contextualizing Change Points in Alcohol Use
from Early Adolescence through Young Adulthood. Social Work Research, 39(2), 94–106.
https://doi-org.ezproxy.uttyler.edu/swr/svv007
PICOT Question: In adolescents, how does education about how to have interpersonal
relationships compared to no education affect high risk behavior rates (alcohol use, tobacco
use, drug use, self-harm/suicide attempts) 6 months after instruction?
Overview/General Description of Study

• Purpose of Study: The purpose of the study was to “ promote understanding of the
developmental course of alcohol use, aimed at investigating risk and protective factors
related to variation in drinking initiation, increases, and decreases in use as described by
young people themselves.”
• Study Design: Qualitative study
• General Description of Study: Purposive sampling of 12 participants from a larger,
quantitative study for in-depth interviewing and analysis of increases and decreases in
alcohol use.
Research Question(s) or Hypotheses: Why do adolescents increase and decrease alcohol use?

Study Aims:
1. To elicit young people’s own retrospective explanations for previously reported increases
and decreases in their alcohol consumption over the course of adolescence
2. To detect common themes in the circumstances under which they changed the amount of
alcohol they consumed.

Sampling Technique, Sample Size & Characteristics: the current study is part of a larger
longitudinal study, the Developmental Pathways Project (DPP), an epidemiological cohort
study of an economically and racially diverse sample of adolescent.
Sampled and recruited 12 DPP participants based on their past reported drinking patterns.
Participants were selected using purposive sampling based on reports of at least two changes
in their drinking behavior over the six-year period.
Six women and six men
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Major Variables Studies:

• Independent Variable: stress and coping
• Dependent (outcome) Variable(s): alcohol use
Variable Analysis Used (include whether appropriate to answer research questions/hypothesis
or discover themes): personalized graphic representation of each participant’s self-reported
alcohol use from age 11-18. The graphs were used to query participants and increases and
decreases in alcohol use. Study interviews were conducted in the participant’s location of
choice and were generally one hour long.
Thematic content analysis was used.
© Fineout-Overholt, 2010. This form was designed to help learners engage research as a
fundamental tool in evidence-based decision making. If you use this form for another use, please
contact the author at ellen.fineout.overholt@gmail.com.
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Appendix D
Figure 1
Inclusion Flowchart
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Figure 2
Gantt Chart
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Figure 3
Logic Model
Program Name and Student Name: Adolescent Support Program by Kristin “Tish” Hudson
Program Goal: To reduce high-risk behaviors and increase healthy behaviors/choices in 13-15 year olds
Outputs

Outcomes -- Impact
Participation

S
h
o
r
t

Inputs
Activity

•
•
•
•
•
•
•

Staff (nursing
students)
Teen participants
Meeting room
Materials
Food
Incentives
Time

•
•
•
•
•
•
•

Weekly meetings
SMART moves
curriculum
Engagement
Games
Drawings
Snacking
Socializing

•
•
•
•
•
•
•
•

Pre and Post
survey results will
show:
• 15% increase
in knowledge
• 10% increase
in skills
• 20% increase
in
understanding/
awareness
Over the six-week
program.

Active
listening
Answering
questions
Offering
opinions
Eating,
talking,
laughing
Asking
questions
Exchanging
contact info
Sharing on
social media
Self-report
surveys

Post program survey
will show:
• 75% recall of
information
presented in
program
• One form of
outreach,
involvement, or
engagement in
a school or
community
activity
•

•

A positive
increase in
communication
with parents,
family, teachers,
and/or friends

An increase in
healthy
habits/choices
At the end of the
six-week program.
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M
e
d
i
u
m
Post program follow up
survey will show:
• Any % increase in
grades
• Any community
service or
volunteering
• Any decrease in
alcohol, tobacco or
drug use
• Any decrease in
suicidal thoughts or
behaviors
• A positive feeling of
strengthened
communication
and/or relationships
• Any plan for the
future not previously
established
At 3 months post program
completion.

L
o
n
g

Assumptions (currently held beliefs or facts about the project): Instilling a
sense of belonging, usefulness and competence through relationships with
caring adults increases self awareness, respect for oneself and others and the
ability to handle feelings and develop healthy habits. Education and practice in
decision-making, problem solving and goal setting can help young teens avoid
risky situations including alcohol, tobacco and other drugs.
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External Factors: Time commitment from busy adolescents;
transportation to and from weekly meetings; retention rate;
parent/guardian response; involvement; adolescent
response; sustainability; funding for Boys and Girls Club;
stigma associated with attending a program at the club;
integrity with self-reporting by adolescents; number of
volunteers

Figure 4
Model Map
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Figure 5
Final Budget
Kristin Hudson

Adolescent Support Program

INCOME

Budget

Actual

Difference

Internal Funding

Funding by project leader
Total Internal Income

3,000
3,000

External Funding/Other
Government Grants
Foundation Grants
Donations
Other (TBD)
Total External Income

Total INCOME
EXPENSES

-

(3,000)
(3,000)

-

-

-

3,000

-

(3,000)

Budget

Actual

Difference

Requirements
Club membership for each participant ($25
each x 20 members)

Subtotal
Meeting supplies
Printing copies of curriculum
Incentives for attendance
Misc

500

500

500

-

200
500
400

Subtotal

1,100

500

200
500
400

-

1,100

Food
Weekly meeting meals
Celebratory dinner

1,200
200

Subtotal

Total EXPENSES
NET (Income - Expenses)

1,200
200

1,400

-

1,400

3,000

-

3,000

-

-

-
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Figure 6
Stakeholders

Dr. Colleen
Marzilli,
Faculty
Mentor

Parents of
Participants (need
their permission)

Chad Patterson, Executive
Director Boys and Girls Club;
Project Partner, Industry Mentor

Shelly Meisenheimer,
Director of Operations,
BGC

Boys and Girls Club Board of
Directors;

Carrie Macklin, East
Area Director, BGC

Youth Participants
ages 13-15

Referral Sources (want their
referrals but not necessary
for success)

Older teen
volunteers (16-19
years old)
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Figure 7
Industry Mentor MOU
UT TYLER DNP INDUSTRY MENTOR

M OF UNDERSTANDING

THE UNIVERSITY OF TEXAS AT TYLER
COLLEGE OF NURSING AND HEALTH SCIENCES
SCHOOLOF NURSING - DOCTOR OF NURSING PRACTICE PROGRAM.
DNP INDUSTRY MENTOR AGREEMENT
I have reviewed the industry mentor guidelines. I can provide the student with advanced
experiences that meet the DNP Project goals as agreed upon by the student, the faculty mentor,
and me. I understand that there will be no remuneration for this service. I will facilitate and
review the student's learning activities and will submit the required evaluations to the DNP
Program.
, agree to serve as an Industry mentor for the DNP student,
(name of industry mentor)
from
(beginning date of mentorship)

(name of student)

(anticipated end of mentorship)

OR O For ALL
Semesters
OR
For specifically indicated semesters:

Fall

Please indicate if UT TYLER may disclose your contact information for future students seeking mentors?

7-2-2"/

Industry Mentor Signature
For office use only:
Reviewed by

Date
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Approved as a DNP Industry mentor

yes

no

2

UT TYLER DNP INDUSTRY MENTOR MEMORANDU M OF UNDERSTANDING

COLLEGE OF NURSING AND HEALTH SCIENCES
SCHOOLOF NURSING - DOCTOR OF NURSING PRACTICE PROGRAM
Industry Mentor Biographical Data
(Please note that an updated resume or curriculum vitae is also required in addition to this form)
Name:

Current
Position
Office Address:
(street)

/

(city) (state) (zip)
Office phone with area code 90 3
Fax number

V

Email (personal

or office)

Alternate email
Preferred Method of Contact: v4hone

Email

Type of position you currently hold
Designated rural health site?

yes

no

Designated health professional shortage area?
Designated medically underserved area?

yes
yes

Student Signature:

100

no

no

Date submitted:
The UT TYLER School of Nursing complies with all federal and state laws related to the
confidentiality of patient medical information including the Privacy Regulations issued
pursuant to the Health Insurance Portability and Accountability Act of 1996. Students are
required to comply with such laws and the medical record confidentiality policies and
procedures of any health care facility where they are engaged in DNP Scholarly hour
attainment. All DNP student mentors are tracked in a database for the purpose of ensuring
and validating qualifications
*This document is designed to be used in conjunction with the UT TYLER Student Handbook
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Figure 8
Organizational Approval
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Figure 9
Industry and Faculty Mentor Agreements
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Figure 10
Parent Permission to use participant photo in DNP presentation
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Appendix E
Figure 1
EBP Model

Figure 2
EBP Model for Project
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